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GROUP PSYCHOTHERAPY IN THE ELEMENTARY SCHOOL 


BY LT.-COMDR. J. ROBERT JACOBSON, M. C., U. S. N. R. 


The elementary school is the one place where a significant pro- 
cram of mental hygiene may be instituted. This program must 
have as its objective the prevention of mental illness and the re- 
nforcement of mental health. Modern teachers have recognized 
these facts and have aimed at promoting the wholesome growth 

the whole child. The teacher, however, does not have the psy- 
‘hiatrie background for developing the techniques of diagnosis and 
treatment essential for a mental hygiene program. On the other 
hand, the psychiatrist who does have this background is not pres- 
ent in the classroom where the problems of diagnosis and treat- 
ment arise. In the work described here, a psychiatrist conducted 
a series of classes regularly, once a week, in the third and sixth 
vrades of a public school in Honolulu. He applied in the class- 
rooms, group techniques of diagnosis and treatment, in much the 
same Way as group psychotherapy techniques have been used with 
psychotic patients. 

The classification of mental illness in terms of those attitudes 
and abilities which have been lost gives a vivid picture of the atti- 
tudes and abilities essential for normal adjustment. A dilapidated 

ase of hebephrenic dementia precox presents a loss of interest, a 
ss of power of attention and concentration, a loss of reactivity to 
the environment, which bring into sharp focus the ability of the 
normal individual to concentrate upon, to attend, and to react to the 
ordinary stimuli of life. 

Cases of paranoid dementia precox, paranoid state, and para- 
noia, very well illustrate a group of individuals who have lost more 
or less completely the ability to objectify themselves. The most 
fantastic ideas are expressed and adhered to, in spite of all logical 
persuasion. Such persons are incapable of profiting by the eriti- 
cism of others, and cannot accept the possibility that they may be 
in error. 


The hypermanic patient typifies an individual who has com- 
pletely lost all powers of reflection, deliberation, and forethought. 
He reacts quickly, impulsively, and abruptly to all stimuli. The 
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ability to think before moving is largely lost, and any quality of 
ecarefulness about the consequences of an act is absent. 

The depressed phase of the manic-depressive psychosis, reactive 
depression, and involutional melancholia, include a large body of 
the psychotic who demonstrate the loss ot ability to deal adequately 
with the immediate problems of hfe. They are unable to summon 
up energy, attention, and interest, because of the presence of a mor 
hid, depressive mood reaction. Anxiety states and states of panic 
illustrate vividly the inability to concentrate upon a given task in 
the presence of disturbing fear reactions. The chronie resentment 
and rage reactions of the paranoid psychotic patient demonstrate 
the way these emotional reactions influence the ability to attend to 
anything except persecutory delusional! ddeas, 

The delirium which is present in organic psychoses and the con- 
fusional states which are present in greater or less degree in the 
acute functional psychoses exemplify disorganizations of the total 
personality which may take place in the mentally ill. All degrees 
of disorganization may be observed in the psychotie. 

It is apparent that if one observes the way a mentally ill person 
reacts, and describes him in the same terms used to describe a nor- 
mal individual, one will have a body of knowledge which can be ap- 
plied in developing a mental hygiene program in the classroom. 

The techniques used by the psychiatrist with normal children in 
elementary school classes were designed to discover the individ- 
ual’s assets and liabilities in terms of qualities of behavior, those 
qualities psychotic individuals have lost and thus those essential 
for normal adjustinent. They are: (1) powers of concentration 
and ability to attend to a task; (2) ability to take criticism, to real- 
ize error, and to criticise oneself; (3) ability to think before acting 
and to consider consequences; (4) ability to handle oneself in the 
face of emotional disturbance; and (5) ability to handle oneself in 
the face of confusion. 

The techniques used were designed also to develop the individ- 
ual’s potentialities for improved adjustment. All the work with 
individuals was done in the group, so that the delineation of one 
child’s problems was instructive for all, and the adjustment of the 
individual to the group and the effect of the group upon the indi- 


vidual were constant factors. Group morale, group standards, 
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croup approval were recognized as highly important in social 
adjustment. 


rl 


rhe techniques emploved* made use of familiar subject matter. 


The class conducted by the psychiatrist appeared to be a reading 


Tue TECHNIQUES EMPLOYE! 


|. A child was asked to read just one word. This gave a meas- 
ire of his ability to attend to the direction given him. It also gave 
n idea of his ability to control his impulsiveness. 

2. Children were asked to read single words, in turn, around the 
‘lass. This was a quick way of picking ap the inattentive child, 
ho would not know the place. 


3. A child was asked to read just one letter of a word. This 
procedure was unfamiliar to him, and he might either read the 
word, or become contused. It the direction Was repeated, a correct 
response might be obtained. The number of repetitions necessary 
vasure of the child’s 
powers of attention, and of his ability to get hold of himself in an 


to elicit a correct response offered some rine 


infamiliar situation. The procedure also offered some basis for 


lessening a child’s inattentiveness. 

4. A child was asked to name particular letters in a word, as 
the next to the last letter, or the second letter. Some children, who 
had no difficulty reading a single word, found this apparently sim- 
pler task difficult, and demonstrated their confusion, or their in 
ability to think before speaking, or their inability to attend care 
fully to the directions given them. 


)». A child was asked to read alternate words, or alternate let- 
ters of a word, with the psychiatrist, who could, at will, alter the 


length of the interval between his response and the child’s. The 


period of pause was one of considerable stress for the child, and 
various emotional reactions appeared. It was possible, during the 
pause, to emphasize those qualities of thinking which the particular 
child needed. 


*}‘or comparison with the techniques used by the author for group psyel 


J 


g , therapy with 
Robert, and Wright, iatherine W. 


hospitalized patients, see bibliography: Jacobson 
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6. A child was asked to read alternate sentences with the psy 


chiatrist. This tested his powers of attention in a social situation, 
into which meanings also entered, as they did not when alternate 
words or letters were called for. 

7. The psyehiatrist read several sentences rapidly, and called 
on a child to continue the reading. This procedure called for con 
centrated attention throughout the class. It emphasized the need 
for attentiveness when the child himself was not the active per 
former. It offered a measure of the child’s ability and willingness 
to take the responsibility for his own attention, in a social situation, 

8. A child was asked to read a whole sentence, or several sen 
tences, to the class. He was advised to think of the meanings of 
the words he was going to read, and of the sound of the words; to 
listen to himself as he spoke; and to criticize himself when he 
spoke. His audience was reminded that the audience was very im 
portant to the reader; the interest of that audience supplied the 
measure of the quality of the reader’s performance. Criticism of 
the performance was supplied by the psychiatrist, who stressed the 
fact always that anyone could make an error—error was not dis- 
approved of—but that the child’s reaction to his own error was 
the important thing. Could he take the criticism offered him? 
Could he profit by it and show improvement? This procedure was 
used to measure the child’s reactions to objective criticism, and to 
build group standards of performance and of willingness to take 
criticism in any situation. 

9. The task given to a confused child was simplified until his 
confusion was resolved, and his frustration in the face of failure 
was replaced by satisfaction in a successful performance. Sim 
plification might go to such lengths as having the child write a sin- 
gle letter of the alphabet on the board. The same technique was 
used with the child who was emotionally disturbed, or unable or 
unwilling to respond. In such instances, the task was made so sim- 
ple that the emotional nature of the child’s difficulty was apparent 
to him and to everyone in the class. 

10. All of the techniques mentioned were modified to suit the 
peculiar problems of a particular child. Sometimes even the ap- 
pearance of a reading class was lost, as a particular child was dealt 
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with. A ehild unable or unwilling to read a sentence might be 
asked to read the first word: if he made no response, he might be 
asked to read the letters of that word; if he still made no satistae- 
tory response, he might be asked to copy the word on the board; 
to read the word from the board; to name the letters of that word. 
Or he might be asked to write the first letter of the alphabet, and 
to name the letter he had written. When his reactions and be 
havior had been analyzed for him and for the group, the reading 
was resumed. 


CASE STUDIES 


Case 1. Junius, an eight-year old boy in the third grade, re- 
ferred to the group as a case of reading disability, illustrated ex 
treme inability to maintain the veriest minimum of attention, con- 
centration, and interest. His behavior was in keeping with his dis 
turbance in thinking. He looked and acted limp and lifeless. He 
did not sit up. He did not hold his head up. He showed in his 
general posture the same lack of energy and interest that he showed 
in his erroneous responses and his lack of response in the learning 
situation. 

He appeared unable to read a sentence, or a specific word in a 
sentence in a primer. His responses, when he was asked to name 
the letters of a word, were inaccurate and unpredictable. On rare 
occasions, he named the letters correctly. At other times, he ap- 
peared unable even to be sure of a single letter after he had been 
taught it several times. Sometimes, when two letters of a three- 
letter word had been named for him, he suddenly responded with 
the whole word. Sometimes he ‘tread’’ a few words from a line, 
but gave them in the wrong order, and omitted the rest of the 
words. 

A number of his responses indicated a deliberate perversity, so, 
on one occasion, part of the alphabet was written on the board. 
Junius named the first letter correctly: he was asked if he was sure 
that the letter was A, and he said he was sure. The psychiatrist 
said he thought that letter was B, not A; but the child maintained 
it was A. The same process was repeated with the letter B, which 
the psychiatrist insisted was (. Finally Junius said, ‘‘You’re fool- 


ing me.’’ The psychiatrist’s answer was that he had been fooling 
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Junius, just as Junius had been fooling him, when he had pretended 
not to recognize letters and to be sure of them. The child was ad- 
vised not to indulge in that sort of fooling again. 

Two weeks later, Junius stood erect, and showed poise as he in- 
stantly read a whole sentence when he was called on. The follow- 
ing week, he again reacted satisfactorily, and showed marked im- 
provement in sustained attention when he kept the place under very 
difficult conditions. Two weeks later, he ‘‘read’’ a sentence that 
was not on the page, and showed a sullen unwillingness to attend 
to the simplest task. He appeared unable or unwilling to read the 
letters of the word ‘‘but.’’ After patient and intensive work had 
been done with him, and he had read the letters and the word sev- 
eral times, the quality of his attention improved, and once more he 
managed to read an entire sentence without help. 

One striking feature was the variability of Junius’ inattentive- 
ness. In the course of patient emphasis upon accuracy of per- 
formance, and insistence upon the boy’s own responsibility for 
maintaining his own attention, a gradual improvement took place. 
He showed a more reliable quality of attention and concentration, 
and an unsuspected ability to read, but he was unable to maintain 
this peak of improvement, and for a time, he sullenly resisted all 
efforts to help him. 

This child had been so profound a problem in school that all ef- 
forts at teaching him had been given up as hopeless. He had thus 
been completely relieved of the need to apply himself in the learn- 
ing situation. The techniques now employed placed considerable 
pressure on him to assume the responsibilities he had succeeded in 
evading. His sullen resistance was his endeavor to return to his 
former more comfortable state of idleness. That it was a rebellion 
was shown when he actually told his own teacher that he would not 
recite. 


Another form of pressure was then exerted by enlisting his 
mother’s assistance in teaching him. She was present when the 
psychiatrist took the class; and she observed the patient and de- 
tailed work done with her son. She received an outline of the pro- 
cedures to use with him at home. The room teacher also used the 
same procedures with him. Thus, there was developed a syste- 
matic program for the socialization of this child whose perform- 


. 
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ance in school had been one characteristic of the imbecile. In this 
particular child, however, the poor performance was related to in 

bility or unwillingness to maintain adequate attention and con 
entration. The inability to adjust to the school situation was com 
parable to that observed in cases of dementia precox, where per- 
sonality factors rather than lack of native intelligence underlie the 
lIness. 

Case 2. Richard, 11 years old and in the sixth grade, did not 
have the place when he was asked to continue reading. He was 
asked to read alternate words with the psychiatrist, but he read the 
word ‘*that’’ as ‘*there.’’ When ‘‘there’’ was written on the board, 
he read it ‘‘then;’’ when ‘*then’’ was written, he read it *this.’’ He 
named the letters of each word correctly, but continually mixed the 
words when he read them. He named correctly the floor, the ceil- 
ing, the door, the window, the table, the chair, the eraser. Each 
time he did so, the psychiatrist told him he was wrong. He said 
that if the boy was sure he was standing on the floor instead of on 
the ceiling, sure that the eraser was not an orange, that he must be 
sure of the word at which he looked. The psychiatrist was acting 
n the assumption that Richard did not have a reading disability or 
suffer from an alexia, but that he had a normal attitude toward the 
‘bjects at which he looked, and a very peculiar one toward words. 
lle made use of the normal attitude toward objects to demonstrate 
he seriousness of Richard’s wrong attitude toward words. He 
orked with Richard until the boy was sure « 
and ‘‘then.”’ 


if two words, ‘‘this 


The following week, Richard read so carefully and so well that 
his performance was distinguishable only by the great care he 
showed. He was then called to the board where he showed no dif- 
ficulty whatever in writing or reading the four words which had so 
troubled him the week before. One must assume that emotional 
factors underlay the previous poor performance and that a change 
of attitude toward his own reading had brought about the remark 
able improvement. 

[t had been thought that Richard’s difficulty was worse than 
Junius’, because Richard was older, and his habits of inattentive 


looking might be assumed to be more deeply rooted. His inability 


to adjust in school was serious, and he had been considered to have 
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an extreme disability in reading. A few minutes of intensive work 
rave the boy the help he needed to ret hold ot himself and to take 
the active responsibility for his own careful attentiveness. The 
elucidation of the nature and seriousness of Richard’s problems 
was significant for the entire class, and emphasized for the pupils 
the value and desirability of active attentiveness as the most im 
portant personal possession of each child. The improvement in 
Richard’s performance demonstrated how much could be done by 
each child to improve the quality of his own attention. 

Case 3. Robert, an eight-year-old third grader, read with a poor 
accent and tone. Although these were criticized repeatedly, no 
change in his performance resulted. In addition, he showed in- 
creasing signs of resentment, and he became provocatively inatten- 
tive during the classroom sessions. Criticism was then directed, 
not at his performance, but at the way he reacted to the psychia- 
trist’s efforts to help him. His attitude eventually changed very 
markedly, and he began to show a striking ability to accept and to 
profit by critical suggestions. When Robert’s reactions were dealt 
with, the tendency of everyone in the class to become emotionally 
disturbed over any criticism given his own performance, was also 
dealt with. Self-objectivity was increasingly incorporated in the 
members of the class, as the psychiatrist continually stressed the 
fact that it was not error that should be disturbing; but only the 
inability to make an effort to correct that error. 

Case 4. Richard, eight years old and in the third grade, illus- 
trated another reaction to criticism. He was eager for criticism, 
and very anxious to correct his errors. He showed no resentment 
at any time, and he improved up to a certain point. He had an in- 


tense need for praise, and he had certain limitations in perform- 
ance. When he was not able to perform as well as the rest, he became 


increasingly disturbed over his relatively poor showing. He then 
reverted to a type of behavior which had characterized him 
throughout the previous vear. He played truant one day and hid 
in the bushes. When he returned to the class, he showed contusion, 
inattentiveness, and utter inability to read. When he was encour- 
aged, and the situation was simplified for him, he was again able to 
resume his customary level of performance. Thereafter, criticism 
was only sparingly administered, with the knowledge of the emo- 
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tional instability which existed. Until he could be made more stable 
emotionally, only a limited pressure in the learning situation could 
be applied. 

Less marked emotional reactions to criticism were found in many 
hildren. They, however, rather quickly adjusted themselves as 
they became aware of the possibility of applying criticism to them 
selves as the way of doing a better job. 

Case 5. Gertrude, eight years old, was referred to the third 
crade as having a reading disability. She looked very apathetic 
and listless. Her reading responses were careless and impulsive. 
\Vhen she was asked to read one word, she read several. She did 
not wait when the psychiatrist said he would read one word, and 
she the next; when he paused before reading, Gertrude read his 
word. When she was sent back to begin over again, she read in- 
correctly the words she had previously read correctly, and when 
her error was commented upon, she made the same mistake again. 
ller impulsiveness, her tendency to carelessness, and to become 
rattled, were deseribed for her. She remained listless through the 
period and failed to know the place later when she was asked to 
read one word after several children had been reading single words 
in turn. 

The following week, Gertrude knew the place, in a much more 
confusing situation. She demonstrated such improvement that the 
psychiatrist worked with her to find out the extent of her improve- 
ment. He asked her to read the first letter of the first word; the 
last letter of the first word; the last letter of the next word; the 
first letter of the last word. Gertrude became confused only on the 
last direction, but she maintained her attention in spite of her con- 
fusion, and after the situation had been simplified, and then again 
made complicated for her, she responded correctly. In all the sue- 
ceeding weeks, Gertrude’s concentration and attention never 
slipped; nor did she again become rattled and confused. She 
proved able to follow the most rapid reading, and demonstrated 
over and over again that she had no disability in reading. For 
Gertrude, one delineation of her problems was sufficient for her to 
ret hold of herself. Her change in expression and in attitude was 


marked: her level of concentration and attention, instead of being 
extremely low, reached a high level and remained there. 
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Case 6. Henry, seven years old and in the second grade, was re- 
ferred to the psychiatrist as a behavior problem. He looked and 
acted worried and anxious. Ile sucked his thumb, and paid no at 
tention when his thumb sucking was mentioned. He appeared un- 
able to name the letter A printed on the board, or a wooden block 
letter A placed in his hand. He named an object put in his hand, 
a ball, but when he had done this, he burst into a flood of tears and 
held on to the psychiatrist who took his crying for granted as a 
type of behavior in which we all may indulge. Then the letter A 
was written on the board, and Henry was told what it was. He 
managed to repeat the name of the letter. He named the block A 
held before him, and when he was asked to write that letter, he did 
so immediately. This achievement was lavishly praised. Henry 
continued to sniffle, and to rub his eves from time to time through- 
out the rest of the period, but he peered through his fingers to see 
what was going on. 

The next week, Henry presented himself voluntarily for the spe- 
cial class, though he had been in the habit of slipping away from 
his own classroom every time he had the chance. He had not run 
away that week. Henry came regularly to the special class, and 
though he was younger than the other children, he paid attention 
to the reading, and took part when he was called on. He never 
showed again the signs of discomfort he had shown that first day, 
and his own teacher reported that his behavior was greatly im- 
proved, 

The primary basis for Henry’s antipathy to classroom proced- 
ures was his fear of the group and of the teacher. When, in spite 
of the most grotesquely poor performance, he received praise, his 
insecurity was removed. After his first appearance in the third 
rrade, he had bragged that he was the best student there. The 
pleasure he had derived from the praise given him provided for 
him a motivation for the discontinuance of his bad behavior. 

Case 7. Ralph, an eight-year-old third grader, appeared inat- 
tentive, and his responses showed that he was dreamy, lackadaisi- 
eal, and easily distracted. His indifference and inattentiveness 
were considered superficially analogous to the lack of interest pres- 


ent in a case of dementia precox. There was a decided undercur- 
rent of resentment and hostility not unlike the hostile negativism 
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present in a case of catatonic hebephrenia. Ralph demonstrated 
his normal potentialities when his indifference was dealt with di- 
rectly and when his antagonism was described to him as a willful 
attitude which he alone could correct. He exhibited a remarkable 
change in attitudes, attention, and concentration, and on a number 
of occasions was the most attentive member of the group. An 
amusing incident demonstrating a perverse impishness occurred 
when he sat sprawled in his chair, his head buried in his arms, in 
an apparent attitude of complete inattention, but showed at that 
same moment, in a very complicated situation, a quality of per- 
formance far above that of the other members of the class. 

Case 8. Emmaline, an eight-year-old third grader, could not 
read a sentence. She was rarely able to read a word and could not 
be depended upon to read even the letters of a word. One char 
acteristic feature was the prodigious effort with which she com- 
pleted even the simplest performance. She became rigid, and ap- 
peared very intense, though the performance might include only 
the minimum of reading. Another characteristic feature was the 
fact that when others were reading, she was actively attentive, and 
almost invariably had the place, though she was usually unable to 
read the word at which she looked. She was obviously giving all 
she had, but the reading result was almost invariably bad. She was 
a socialized individual who was trying hard to cooperate in the 
classroom, but who was failing in achievement. 

On one oceasion, she was unable to read the word ‘‘from.’’ After 
she had been helped to name the letters of the word, she still ap- 
peared unable to read the word, so it was pronounced for her, and 
she was asked to repeat it. Because she spoke the word in an un- 
certain manner, she was asked again, ‘‘ What is that word?’’ She 
did not reply, so the question was repeated. After a long pause, she 
suddenly answered with assurance. Why did it require so long a 
The word had been spelled; it had 
been given her; she had even repeated it, but in an uncertain man- 


» 


time to say the word she knew? 


ner. Her uncertainty was a persistent characteristic and was con- 
sidered fundamentally related to her blocking in speech. Visual 


attentiveness was her asset, but her blocking in speech was. con- 

















14 GROUP PSYCHOTHERAPY IN THE ELEMENTARY SCHOOL 


sidered analogous to that seen in a case of catatonic dementia pra- 
cox. The aim with her became to influence her blocking in speech, 
by increasing her assurance and pleasure in speaking. 


THE Group 

Kach child was made keenly aware of the other members of the 
class as an important factor in his own performance. He was faced 
with the problem of adjusting to the other children present in a 
simple act of reading. They, in turn, were made aware of their ob- 
ligations and responsibilities to the reader. Thus there was built 
up a to-and-fro relationship between the group and the individual, 
as each child became in turn a performer or a member of the audi- 
ence. Certain standards of behavior, applicable in any life situa- 
tion, were developed for the individual and for the whole group. 

The concept of the group as a whole proved one difficult for the 
eight-year-olds to grasp. Gradually, however, they did demonstrate 
their ability to include their audience in their performances, and to 
assume their social responsibilities as members of the group. 

The 11-year-old sixth graders had a much more highly developed 
social awareness, and it was possible to devote a few minutes of 
each meeting to brief discussions of personality factors and group 
responsibilities. The whole group was brought to concentrate upon 
specific concepts, such as the importance of the powers of attention 
in the healthy individual; the fact that everything a child did re- 
vealed what he was; the significance of controlling oneself in spite 
of mood reactions, restlessness, or sleepiness; the importance of 
thinking before acting; the significance of the concentration of all 
members of the class upon the same thing at the same time; the 
purpose of criticism, and the significance of being able to profit by 
the criticism given, 

As the procedures were varied, and individual differences among 


the members of the sixth grade were made clear, a group spirit 


quickly developed. Any slight tendencies toward a lessening of at- 
tentiveness and interest, with the resultant disorganization of the 
group as a working unit, were readily corrected by calling atten- 
tion to the let-down, and presenting it as a challenge to the next 
performer. He must include the problem of the group morale in 
his performance. 
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The responsibility for maintaining a level of social cohesiveness 
and community of purpose was accepted by the class. The response 
of the 1l-year-olds was frequently inspiring. The group as a so- 
cializing force became a constructive part of each child, and in turn 
each child’s performance contributed to the group morale. 


CONCLUSIONS 

1. Psychiatrie techniques were made the basis of a series of 
classes in the elementary school. 

2. A number of individual problems of maladjustment were di- 
agnosed and treated. 

3. Social standards of adjustment were built up for the group, 
through clarifying the problems of individuals, and through the 
direct presentation of group standards of behavior. 

+, The procedures described offer a practicable basis for a men- 
tal hygiene program in the elementary school. The techniques 
themselves are simple. <A training program for teachers has been 
instituted, with the aim of shifting such work, under supervision, 
to the teachers. 

ADDENDUM 
Present Status of Group Psychotherapy Program 

The following notes on the reception of the program by the teach- 
ing staff, its expansion and its current status are presented at the 
request of the editor of Tur Psycuiatrric Quarrerty. They are 
from the report of Miss Helen Gay Pratt, curriculum supervisor, to 
her superintendent of schools and were submitted in the superin- 
tendent’s annual report to the governor of the Territory of 
Hawaii. 

Miss Pratt notes that before Commander Jacobson left the isl- 
ands in February, 1944, under navy orders, ‘this program had 
broughts about dramatic improvement in children. He had trained 
a number of people to carry on the special language program. It 
was expanded in Lunalilo School {where it had been developed | 
after he left, and the results surprised even the teachers who had 
directed the work. The most remarkable growth was made in the 
first grade, where an unselected group, drawn for the most part 
from poor language backgrounds, reached an English Standard 
level of performance by the end of the year. 
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‘*It was discovered that the best way to spread this program was 
to have teachers and principals observe the work, share in it, and 


then study the principles involved, before they initiated it. For 


that purpose, it will be carried on in a summer session in Lunalilo 
School during the summer of 1944. In the fall, the work will be 
initiated, under supervision, in at least two new city schools. The 


dy U i i} 


writer, who assisted Dr. Jacobson from the beginning, and took 
part in all the work, is responsible for the supervision of the spe 
cial program wherever it is possible to initiate it. . . . the princi 
pal of Lunalilo School took part in all the special classes in her 


i 
} 


own school, and, with some of her teachers, became expert in the 
handling of the techniques. She and her specially trained teachers 
will be able to give some help in other schools, but only a limited 
amount, as their hands are full with their own work in Lunalilo. 

‘*There is no question whatever about the effectiveness of the 
program. It is practical; it is a definite program for getting at 
that whole child who has eluded us before; it develops children who 
are self-controlled, confident, attentive, unworried, eager to learn, 
and proud of their ability to learn. But the program must, of ne- 
cessity, expand slowly; it must be handled correctly and with full 
understanding, and that means it must be initiated under super- 


Vision.’’ 


Naval Reeruiting Station 
Chattanooga, Tenn. 
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THE OATH OF HIPPOCRATES 


BY ARTHUR N. FOXE, M. D. 


When institutions are attacked on all sides, there must follow 
some fighting back. Nonetheless, it is not amiss to inquire into 
some of the origins of the attack and the origins of that which is 
attacked. Modern medicine traces much of its strength back to 
the great Grecian era and its culminating representative in Hippo- 
crates. Patients today, as then, are more or less loyal. They rarely 
criticize physicians for failing to cure them, unless there is a be 
lief that the treatment was given not entirely in good faith. The 
average patient is highly reasonable in spite of his pain and suf- 
fering. The attacks on medicine, therefore, must have a different 
source and origin. 

There is little doubt that those within, as well as without, the 
profession of medicine would find eminently satisfactory as a 
cuide, the now famous Hippocratic Oath, known of, rather than 
truly known. Thus, while medicine withstands assaults from here 
and there, it might be wise to examine carefully, for a source of 
strength, that which hardly is susceptible to attack; te find wherein 
the profession has been derelict; to correct from within the weak 
nesses of the group to which people look so desperately for help. 
Too often, the medical student hardly knows what he does when 
he takes the Hippocratic Oath. Too often, it is an empty and sutf- 
ferant formality. Perhaps it is well that some further understand- 
ing come from the realm of psychiatry. 

The oath is as follows: 

‘*T swear by Apollo the physician, and Aesculapius, and Health 
(Hygeia), and All-Heal (Panacea), and all the gods and goddesses, 
that according to my ability and judgment, I will keep this oath 
and this stipulation—to reckon him who taught me this Art equally 
dear to me as my parents, to share my substance with him, and re- 
lieve his necessities if required; to look upon his offspring in the 
same footing as my own brothers, and to teach them this Art, if 
they shall wish to learn it, without fee or stipulation; and that by 
precept, lecture, and every other mode of instruction, I will impart 


a knowledge of the Art to my own sons, and those of my brothers, 
and to disciples bound by a stipulation and oath according to the 
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law of medicine, but to none others. I will follow that system of 
regimen which, according to my ability and judgment, I consider 
for the benefit of my patients, and abstain from whatever is dele- 
terious and mischievous. | will give no deadly medicine to anyone 
if asked, nor suggest any such counsel; and in like manner I will 
not give to a Woman a pessary to produce abortion. With purity 
and with holiness | will pass my life and practise my Art. I will 
not cut persons laboring under the stone, but will leave this to be 
done by men who are practitioners of this work. Into whatever 
houses | enter, | will go into them for the benefit of the sick, and 
will abstain from every voluntary act of mischief and corruption; 
and, further, from the seduction of females or males, of freeman 
and slaves. Whatever, in connection with my professional practice, 
or not in connection with it, | see or hear, in the life of men, which 
ought not to be spoken of abroad, I will not divulge, as reckoning 
that all such should be kept secret. While I continue to keep this 
Oath unviolated, may it be granted to me to enjoy life and the 
practice of the Art, respected by all men, in all times! But should 
[ trespass and violate this Oath, may the reverse be my lot!’’ 

An examination of the beginning of the Oath shows that the phy- 
siclan swears—that is, he dedicates a good portion of his being, be- 
lief, and loyalty unto the oath. Four Greek deities then are named. 
Untortunately, today this oath is an adumbration and these names 
are not those of currently accepted Gods; their connotation, if 
known at all, is relatively feelingless. To the Greek physician, the 
taking of this oath must have been something different. It might 
be helpful to learn what these names mean. Before proceeding, the 
names ol the mythological figures to be mentioned herein are given 
in family tree form for the reader’s convenience and for the sake 
of lueidity. 

Apollo was the healing God. In the oath, therefore, the physi- 
cian dedicates himself firstly and above all to healing, the act of 
healing. Money, power, prestige, submission, poverty, or self- 
effacement are not placed first—but healing. To heal, there must 
have been a wound or disease inflicted by someone or something. 
One does not heal people who are not wounded or ill. Such an ex- 
planation might seem superfluous, but a quick glance through much 
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(Lampetie) Aesculapius 


Hygeia 


Panacea 


that is labeled as medicine, today, indicates that there are times 
and places where one must wonder where the healing is. 

Whom does one heal—friend or foe, rich or poor, man or beast? 
When much is taken for granted this may seem to be an idle ques 
tion, but in this world there are strange paradoxes of wounding 
and healing by the same groups. Then some speak of punishing 
and others of curing the same condition. Some say, *‘forget it’’ 
and some say ‘‘do something’’ about it. What is the meaning of 
these conflicting views and what is the individual physician to do? 
Some help may be gathered from an examination of the origins of 
Apollo or Phoebus-Apollo, who, in his healing guise, was a later 
manifestation in Greek mythology. In this guise, there may be a 
considerable compaction of what has gone before. 

Apollo was the son of Zeus and Leto. Leto was something of a 
wanderer and was persecuted by the implacable Hera. Once when 
mocked by some buffoons, Leto cried, ** May you live forever in that 
pool!’’ They were turned into frogs. As for Apollo, his arrows and 


those of his sister Artemis converted Niobe into stone for having 
offended their mother. Thus Apollo and his mother, themselves 
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persecuted, gained satety by converting the persecutors into stone 
or an animal form. They allayved hostility, persecution, and perhaps 
envy. Apollo defended the Gods. All sudden deaths of men were 
ascribed to his darts—-sometimes as a reward and sometimes as a 
punishment. Apollo, therefore, was not merely the sparer of all 
life. He defended the Gods, at times by bringing an end to life if 
necessary. Ile, in some euthanasic way, could make death a re- 
ward. He was the God of archery, music and prophecy. With his 
powers in archery, he could bring or do away with pestilence. He 
eould refuse to heal and actually could bring about disease. Apollo 
killed the python near his temple for his temerity in preying on 
man and cattle, and for having attacked his mother. Apollo thus 
might kill animals to protect his loved ones and followers. Apollo 
rained his first adherents while assuming the shape first of an awe- 
inspiring porpoise and then of a handsome youth. His form and 
personality were not fixed. 

To Ilomer, Apollo was all purity and dignity, the friend of man, 
the protector of his worshipers and the punisher of the unjust and 
impious. His actions to all were not the same. He was the ‘** Pure 
God.’’ ** There is a serene cheerfulness always ascribed to him, he 
is averse from gloom, and the promoter of joy and innocent pleas- 
sure; but at the same time dignified in his sentiments and actions.”’ 
His love affairs were unfortunate ones, and he was either repulsed 
or the affair would terminate fatally. Daphne enjoyed his chase 
but she seems to have been frigid. Koronis was unfaithful to him. 
Hle shot Koronis and then vainly tried his healing art on her. Mar- 
pessa chose a more certain and more mortal lover in foregoing 
Apollo. Cassandra betrayed her promise to him. Of all his amours, 
only one was with a goddess. Even his favorites among men met 
muistortune. Thus Apollo seemed destined to pursue something of 
the tragic and painful life of his mother and yet withal to bear it 
serenely. 

The arts of prophecy and music were inherent in Apollo through 
the mission of Zeus to bring right and justice to the Hellenes. 
Light, warmth, summer, music, and beauty are the later attributes 


of Apollo when all sense of persecution, revengefulness, and fear 
were effectively conquered within him. He surmounted a difficult, 
tortuous, and painful past. In the Apollo Belvidere, may be seen 
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the union of manly strength, beauty, benignity and perfection of 
this god. Therein is seen the fusion of his healing and avenging, 
reconciled in that a perdurable healing itself undoes the work of 
the one who wounds another. Ina more noble position, one might 
imagine Apollo healing all wounds, even those he himself had in- 
flicted in a less knowing period, as he once before had attempted 
with Koronis. It is then of no small significance that the opening 
words of the Oath are, ‘‘] swear by Apollo.’? Apollo is a rare ideal 
to set store by. 

The second name in the oath is that of Aesculapius, son otf 
Apollo by Koronis. Koronis, another myth has it, was placed upon 
a funeral pyre rather than shot by Apollo. Apollo belatedly res- 
cued the child Aesculapius from the funeral pyre upon Koronis’ 
pleadings. Aesculapius became famous for his healing powers as 
well as for his ability to restore the dead to life. He aroused the 
enmity of Hades, brother of Zeus, whereupon the bellicose Zeus, 
with his thunderbolts, deprived Aesculapius of existence. It is ap- 
parent that Aesculapius, patron deity of the Asclepidae or priest- 
physicians was something of a revolter, envied by no less a deity 
than Hades, his uncle. One may well wonder at his healing powers 
to the extent of raising the dead. In this light, it is well to recall 
that his father had failed to heal his mother after his wrathful 
deed; this might in some way account for the continuation of heal- 
ing powers in Aesculapius. Aesculapius was reared and taught 
medicine by Cheiron the Centaur, half-man, half-horse. Cheiron 
was the offspring of Kronos and Philyra. Zeus was the offspring 
of Kronos and Rhea. Thus Cheiron and Zeus were halt-brothers; 
Rhea, the mate of Kronos was quite jealous of Philyra. Aescula- 
plus was helped by a half-unecle (Cheiron) and envied by an uncle 
(Hades). Aesculapius was the grandson of Zeus. 

Kronos had mutilated his father Uranos, only to be overthrown 
by Zeus in turn. Both Cheiron and Aesculapius were the children 
of lesser female personages; somewhat adventurous and persecuted 
mothers. Zeus symbolically continues the rivalry of mothers in the 
destruction of Aesculapius, protégé of Cheiron. Cheiron might be 
the avenger of Kronos and his threatened mother, through healing, 


undoing injury, and then in training Aesculapius. Aesculapius is 
concerned with the raising of the dead—presage of Hamlet. <Aes- 
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culapius’ desire to heal would represent the preparation for his 
father’s failure in healing, the resuscitation of his mother and, 
through Cheiron, the unwitting avenging of (again through heal- 
ing and undoing) his great-grandfather’s death at the hands of his 
grandfather Zeus. The whole mythology is filled with patricide 
(killing of the father) and parricide (killing of any near kinsman) 
and their ultimate expiation. Ilealing becomes a transmutation of 
killing when killing and its static counterpart death, brought un- 
happiness and were not avenged or avengeable directly; healing 
also would involve the recovery of injured persons that they might 
seek redress for their injuries. Aesculapius to an extent, then, is 
an instrument of justice. And, indeed, Homer praises his mentor 
Cheiron for his love of justice. Cheiron also was noted for his up- 
rightness and skill in surgery. Cheiron was accidentally and griev- 
ously injured by one of Heracles’ poisoned arrows. The accidental 
wound appears here for the first time and conceals deliberate deed 
and pardon. One must wonder, for Heracles was a son of Zeus by 
Alkmene; her conception followed Zeus’ assumption of the form of 
her husband while the latter was away on an expedition. When 
wounded by Heracles, Cheiron prays to Zeus for aid to die (he 
was immortal); he is so assisted; deigning to forgive and the lend- 
ing of mutual assistance begin to replace the fierceness of the 
earlier mythology. 

At Epidauros, seat of worship of Aesculapius, Aesculapius was 
considered to have been exposed after birth rather than rescued 
trom the pyre by his father. A herdsman discovered the babe, and 
perceived its body emitting a brilliant light; then sprang the fame 
of the healing powers of this child. The birth is mystified, glamor- 


ized and made glaucous; the preceeding history of violence is con- 


veniently expunged, while ruth appears. 

The origin of Hygiea, Goddess of Health, is somewhat obscure 
in Greek mythology. Early, she is worshiped in some association 
with Aesculapius and only later appears more clearly as a separate 
figure. As Aesculapius owns his descent from Apollo in his heal- 
ing powers, so Hygeia seems to have been an offshoot of Athena in 
her health-preserving function. Although descended from Athena 
worship, Hygeia gradually emerged into the conceptual role of be- 
ing Aesculapius’ daughter and finally his wife. 
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t is interesting to observe that Athena more or less changed her 
character with a change in the manners or institutions of the peo- 
ple. This would tortify the position of her being the source of 
Hvgeia. Athena originally issued forth from the head of Zeus (an 
intellectual woman). She would be a motherless child with a 
strongly patterned trend from her thundering father. Athena was 
the Goddess of Wisdom, Skill and Science. She was the protect- 
ress of the prudent, and the inspirer and teacher of the artist. 
Hygeia and Aesculapius would seem to have been cousins, the myth 
later altering the relationship. 

Panacea (All-Heal) was the daughter of Aesculapius by Lam- 
petie. As an obscure deity, it is difficult to interpret what All-Heal 
might mean; heal all diseases, heal all people, or perhaps be ali 
concerned with healing—the true réle of the nurse in the modern 
world. 

This first part of the Oath of Hippocrates ends by reverently 
closing the polytheistic system with the inclusion of all the gods 
and goddesses. The mere parade of names of the mythological fig- 
ures, gods and goddesses, in a modern oath given to a medical stu- 
dent, is meaningless without the foregoing understanding. A\l- 
ready in this discussion, this first brief part of the oath might be 
rewritten to read as follows: **I swear to join with the forces that 
heal in wound and disease, for man and mankind, with an attitude of 
courage, kindliness, protectiveness, cheerful serenity, and dignity. 
To help where all others despair even unto the suspecting of death. 
To aspire and work ever to perfect my wisdom, prudence, skill, and 
science. To heal all wounds, all diseases, and all people to the best 
of my ability and judgment.”’ 

The remainder of the oath is not so obvious as one might expect, 
considering modern medical ethics. The oath indicates that one’s 
teachers are to be considered as one’s parents and to be held 
‘‘dear.’’ In our day when a physician’s knowledge comes from so 
many sources, it would include one’s professors at college, one’s 
teachers in interneship, one’s preceptors in practice, the author of 
some article that one has read, and other influences too numerous 
to mention; each of these would represent the parent figure in vary- 
ing kind and amount. One’s debt would extend to those physicians 


of antiquity who have transmitted much of our knowledge to. us. 
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In other words, one is instructed to rive due credit to the source of 
one’s knowledge in the true spirit and degree in which it was given 
and to be ready to reciprocate in like spirit and degree. Those who 
taught an individual most would indeed be like parents; others 
would be like brothers, cousins, friends, acquaintances and so on. 
One would teach without fee or stipulation, one’s brother most, a 
cousin less. One would treat without fee or stipulation as one 
would treat brothers, cousins, and so on, in appropriate degree. 
It is significant that the oath does not imply the teaching of dis 
ciples without fee. It is indicated, further, that all who are taught, 
are taught according to the laws of medicine and that one teaches 
one’s sons, the sons of one’s teachers and disciples, 

The oath on deleterious or mischievous regimens is of obvious 
import today as is that on poisons. The oath on abortions may find 
more lax attitudes today, but one might hope that abortions, some 
day, will be replaced by the adopting out of unwanted children 
rather than their destruction. The demand for purity and holi- 
ness in one’s life and practice is high indeed. The oath on eutting 
for stone might easily be applied today for all specialties. 

One must conjure, in our age of miching gossip, upon how strict 
the oath is on the secrecy of medical information and that it ap- 
plies in all forms whether heard from the patient or elsewhere. The 
only permission to speak would have to come from the person 
involved. 

It is now possible to rewrite the oath in a form more compre- 
hensible to the modern mind. It becomes a noble oath, the eulmina- 
tion of Greek medicine, not so nearly approached before or again. 

‘*T swear to join with the forees that heal in wound and disease, 
for man and mankind, with an attitude of courage, kindliness, pro- 
tectiveness, cheerful serenity and dignity. To help where all 
others despair even unto the suspecting of death. To aspire and 
work ever to perfect my wisdom, prudence, skill, and science. To 
heal all wounds, all diseases, and all people to the best of my abil- 
ity and judgment. To look upon my teachers and others from 
whom | learn, as my parents: to share with them appropriately, 
and in like manner relieve their necessities if required. To teach 
the son of my teacher as 1f he were a brother and without fee or 
stipulation, To teach only my son, my teacher’s son, or a true dis- 
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ciple, and to teach according to the law of medicine. I will do that 
only which is for the benefit of my patient and not that which is de 
leterious and mischievous; these practices too | will do to the best 
of my ability and judgment. I will give no deadly medicine to any- 
one if asked, nor suggest any such counsel. I will not advise abor- 
tion unless the life of the patient be truly jeopardized, but rather 
will advise adoption if necessary. With purity, good faith, and 
rectitude I will pass my life and practice my Art. I will not act 
as if | were a specialist in a field not my own, but will seek appro 
priate consultation and advice when possible. Into whatever homes 
l enter, I will go into them only for the benefit of the sick and will 
abstain from every voluntary act of mischief, injury, and seduc- 
tion. Whatever I hear from patient or other source which has to 
do with the treatment or the practice of medicine and which upon 
earetul consideration, should not be spoken of abroad, I will not 
divulge, as reckoning that all such should be kept secret. While I 
continue to keep this Oath unviolated, may it be granted to me to 
enjoy life and the practice of the Art, respected by all men, in all 
times! But should I trespass and violate this Oath, may the reverse 
be my lot!”’ 


The author is indebted to numerous texts and papers on mythol- 
ogy for much of the material presented. 


25 West 54th Street 
New York, N. Y. 


























ALZHEIMER’S DISEASE FOLLOWED BY PARALYSIS AGITANS 
A Case Report 
BY F. H. LEAVITT, M. D., AND F. H. LEWEY, M. D.* 

Thirty-five years ago, Alzheimer reported a group of patients 
showing the characteristics of the presenile dementia which today 
bears his name. Perusini (1909) and Simehowiez (1911) con- 
firmed his observation that such patients in their fourth to sixth 
deeades of life begin to experience emotional disorders, followed 
by disorientation and rapid loss of memory and intellect, and end- 
ing in a few years in the deepest dementia. These symptoms of 
diffuse cortical involvement are accompanied by focal signs such 
as aphasia, apraxia and occasional convulsive attacks. Micro- 
scopic examination of the brain reveals atrophy of its convolutions 
and marked cell loss, with subsequent proliferation of the fibrillary 
glia in the upper cortical layers, while the preserved large nerve 
cells of the deeper strata demonstrate Alzheimer’s fibrillary 
change. Numerous senile plaques are distributed all over the cor- 
tex. Frontal lobes and Ammon’s horn are found to be most com- 
monly involved with the temporal lobes next, less frequently the 
central and parietal lobes. The occipital lobes are usually free. 
The atrophy of the left temporal or frontal lobes may reach such 
a degree as to give the impression of being Pick’s lobar atrophy. 
In tact, certain cases of Pick’s atrophy are characterized by the 
histological marks of senile dementia. The clinical phenomena of 
Alzheimer’s disease corresponding to the just-mentioned localiza- 
tion of the pathological process are exclusively of cortical nature. 

I’. 1. Lewey reported in 1913 that paralysis agitans represented 
a subcortical varient of Alzheimer’s disease with abundant fibril- 
lary changes in the nerve cells of the basal nucleus, to a lesser de- 
gree in the large nerve cells of the corpus striatum and with fatty 
degeneration of the pallidal cells. Continuation of this investiga- 
tion revealed in 85 clinically and pathologically examined cases 
that Parkinsonian patients almost invariably slipped eventually 
into senile dementia provided they lived long enough to reach this 
stage of the disease. 


"Since this paper was written, Dr. Lewey has entered active military service as a major 
in the army medical corps. 
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The converse sequence of events, namely Parkinson’s disease fol- 
lowing Alzheimer’s presenile dementia seems to be extremely rare, 
possibly because patients suffering from Alzheimer’s disease are 
especially prone to be stricken with pneumonia. Hence, the insti- 
tutional survival period of these persons has been not more than 
two to five years as arule. Only a small number of patients whose 
financial status has permitted exceptional nursing care have lived 
over a period of 10 or more years. This may be the reason that 
there is apparently only one case of Alzheimer’s disease on record 
with an accompanying mild Parkinson syndrome (Rothschild and 
Kasanin 1936). This experience corroborated the earlier state- 
ment of Herz and Fuenfgeld (1928) to the effect that the **litera- 
ture contains only sporadic data concerning involvement of the 
basal ganglia in Alzheimer’s disease.’’ 

The following singular observation was made in a ease of Alz- 
heimer’s disease progressing over the stage of decortication to 
that of a diencephalic organism. [Expert care enabled the patient 
to keep alive in the latter state for five more years. 


Case Report 

Mrs. A, L. was in good health until 1887 when she was 26 years 
old and had a manie episode while on a European trip. She had to 
be confined to an institution in England. In 1898, when she was 
37, she was thrown from a carriage and suffered a head injury. 
Following this accident she complained of pain in the head and 
back and gradually developed a mental disability. She blamed her- 
self for the death of her mother who had been killed instantly in the 
same accident. Her depression progressed to a melancholia with 
delusions of personal unworthiness and guilt. She remained in 
bed for three years under constant medical and nursing care. Dur- 
ing this time, she attempted repeatedly to commit suicide by slash- 
ing wrists, ankles and throat. Terrific headaches accompanied the 
whole period of invalidism. In 1901, she began to improve and re 
gained, finally, her previous health. Three years later, the patient 
relapsed following the death of her father from cancer after a long 
and trying illness. This time, she was hospitalized for eight 


months. This attack of depression again was accompanied by con- 
stant complaints of pain in the back of her head. 
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Krom 1905 to 1928, A. L. was in good health except tor frequent 
headaches. In 1928, the sixty-seventh year of her life, her memory 
and orientation rapidly began to fail, and she became so confused 
that she had to be hospitalized until her death in 1941 in her 
eightieth year. During these 13 years, she became less and less 
able to care for herself and to perform the usual tasks of life such 
as bathing, feeding and dressing herself. She became incontinent. 
Paraphasia was followed first by motor, then by sensory aphasia, 
later by apraxia, agnosia and finally, blindness. In addition, she 
developed a most intensive rigidity of her extremities, accom- 
panied by tremor and resulting in contractures of the arms in 
flexion, of the legs in extension. Frequent convulsive attacks were 
observed. They began with a tonic opisthotonic phase and were 
followed by clonic movements. During the last three years of her 
life, she was more or less in a state of decerebrate rigidity and 
gave no evidence in her behavior pattern that she was a human 
being. 

Necropsy showed an extremely atrophic brain. It weighed 870 
g. and was hard to palpation. The anterior half (Figure 1), to and 
including the posterior central convolutions, was covered by the 
thickened, milky arachnoid spanning the wide gaps between the 
atrophie gyri. Both prefrontal sulci were especially wide. The 
blood vessels of the cireular arteriosus of Willis showed a few yel- 
low plaques but were in general remarkably thin and free from 
arteriosclerosis. The same was true concerning the cortical ves- 
sels. Cross-sections through the brain (Figure 2) revealed a con- 
siderable hydrocephalus of the lateral ventricles, the right more 
than the left, and moderate enlargement of the third ventricle with 
shrinkage of cortex, basal ganglia and optic thalami. Both gray 
and white matter of the right hemisphere together measured in 
some places not fully one centimeter. The corpus callosum in parts 
was not thicker than one millimeter. Reduction of the left tem- 
poral lobe by 30 per cent was easily visible. 

The microscopic picture of the left temporal lobe confirmed this 
impression. The cortical convolutions were considerably nar- 
rowed, the sulei widened and filled with proliferated arachnoid. 
The white matter showed severe demyelination with preserved 
Z-fibres. The lower horn of the lateral ventricle was enlarged. 
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The frontal lobes were most severely affected. The cortex was 
very small and no architecture was recognizable. Scattered nerve 
cells were found in the pyramidal layer, shrunken, stuffed with 
lipoid granules and sometimes with opaque cytoplasm. The ground 
tissue had a spongy character, and large fibrous astrocytes were 
distributed in varying density all over the cortex. 

The central regwon, temporal lobes, Ammon’s horn and, espe 
cially, the calcarima cortex revealed the nature of the process. In 
all these parts, the cortical architecture was more or less intact, 
but the layers were void of nerve cells with the exception of cer- 
tain islands. The large pyramidal cells were more diseased than 
the small ones. The upper pyramidal layer was better preserved 
than the deep layers. The majority of the surviving nerve cells 
demonstrated clumping and argyrophilia of the neurofibrils with 
skein and basket formation. The entire depth of the cortex was 
strewn with senile plaques. In one field reproduced, 80 senile 
plaques were counted. This is next to the maximum found in a 
corresponding area of the cortex in the severest senile dementia. 

The basal ganglia (Figure 3) had lost their configuration and 
architecture. The head of the corpus striatum had-completely dis 
appeared, the characteristic stripes of the putamen were missing 
as was the lamina medullaris of the globus pallidus and the ansa 
lenticularis. A great number of the large nerve cells of putamen 
and globus pallidus were lost or in full fatty degeneration. Groups 
of fibrous astrocytes replaced the diseased parenchyma. <A few 
senile plaques were found in the putamen, a greater number in the 
basal nucleus, the cells of which showed the signs of fibrillary 
changes. The periventricular area and the tuber cinereum were 
void of nervous elements. A dense glia scar marked these areas, 
and the floor of the third ventricle was reduced to a paper-thin 
membrane. Serial sections through the level of the red nucleus, 
examined because of the presence of decerebrate rigidity, showed a 
severe atrophy of the ventral and lateral thalamic nuclei, a slight 
degeneration in the cells of the substania nigra, but a normal con- 
dition of the red nuclei and the area surrounding them. 

To summarize: A woman of 37 developed after a head injury 


a severe depression of three years duration, during which she 
complained of considerable headache. After an interval of three 
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years, another depression of eight months duration followed. 
Thereafter, she was in good health for 13 years. At the age of 67, 
she experienced rapid loss of memory and intellect as well as of 
orientation. She was institutionalized and remained so until her 
death in her eightieth vear. During this time she became aphasic, 
apractic and agnosic. She developed tremor, extensive rigidity and 
contractures in arms and legs such as frequently are seen in paraly- 
sis agitans. She was in a state of decerebrate rigidity for the last 
three vears of her life. The necropsy showed an almost complete 
obliteration of the cortex with numerous senile plaques and fibril- 
lary changes in the ganglion cells and a similar process in basal 
ganglia and nucleus, and severe atrophy of the optie thalamus. 


Discussion 


IXraepelin designated the disease that he called Alzheimer’s dis- 
ease as a presenile dementia. Nobody will object to this name 
when dealing with patients in their fourth or fitth deeade of life. 
Hlowever, two of the four classical patients of Perusini were in 
their sixties when the disease became manifest. ‘This is, of course, 
no indication of what the age is at which senility begins. Going 
over the literature, one cannot avoid the impression that, in sep- 
arating Alzheimer’s disease from senile dementia, factors other 
than age have been decisive. There was, to begin with, the rapid 
progress into, and the degree of, the eventual loss of memory, in- 
tellect and orientation. There followed, the focal cortical signs 
such as agnosia and apraxia. There was, finally, the histological 
picture of the cortex, with the severe loss of nerve cells, the appear- 
ance of fibrillary changes in those preserved, and an abundance of 
plaques almost unknown in simple senile dementia. It is generally 
accepted today that this entire clinico-pathological syndrome repre- 
sents Alzheimer’s disease, independent of the precise age of life in 
which the disease first becomes manifest. This definition once ac- 
cepted, the present patient is part of this group, although the signs 
of the disease proper were not observed until her sixty-seventh 
vear. 

The manie phase in the patient’s disease, preceding head injury 
and depression, precludes the assumption that she may be part of 
a group of patients in which Alzheimer’s disease was ushered in 
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by emotional disorders. Herz, and Fuenfgeld’s case began with a 
depression. Rothschild and Kasanin report corresponding obser- 
vations (their Cases 7 and 5), the one of a woman who several 
months atter a mamma amputation because of cancer at the age 
of 46 slipped into a depression which gradually changed to restless 
ness, confusion and delusions of persecution. She died at the age 
of 50 with the elinico-pathological signs of Alzheimer’s disease. 
‘The other patient, also a woman, at the age of 40, during her in- 
volution, was depressed for a while after the death of relatives. 
She became increasingly confused and died of Alzheimer’s disease 
22 years later. There remains a difference between the duration 
of the final phase in the present writers’ patient and those reported 
in literature. The usual duration of the last period of Alzheimer’s 
disease is from two to eight years. The present patient lived 13 
years in deep dementia, the last three as a subcortical being. 

A very unusual sign in the present case was the type of locomo- 
tor disturbance. While motor restlessness is considered one of the 
common characteristic signs of Alzheimer’s disease, a Parkinson 
syndrome prevailed in this patient, with typical extrapyramidal 
contractures and eventually a posture resembling decerebrate rig- 
idity. The rarity with which extrapyramidal features accompany 
Alzheimer’s disease may be judged from Rothschild’s and Kasa 
nin’s remarks that Kasanin and Crank’s case represents the only 
one of its kind on record, although, in that patient, attitude, hyper- 
tonus and loss of associate movements were the only signs sugges- 
tive of Parkinson’s syndrome. Slight muscular hypertonus has 
repeatedly been referred to as senile rigidity during Alzheimer’s 
disease in the German literature, as well as by Malamud and 
Lowenburg. These authors found severe changes in the putamen 
in their case but neither senile plaques nor fibrillary changes, 
whereas Kasanin and Crank described plaques in basal ganglia 
and optic thalamus. Pathological changes in, and atrophy of, cor- 
pus striatum, globus pallidus and basal nucleus of the present 
writers’ case including plaques and fibrillary changes—under- 
preservation of the substantia nigra and red nuclei—were quite 
severe enough to explain the presence of the Parkinson syndrome. 


Severe disease of the large nerve cells of the corpus striatum, 
basal nucleus and optic thalamus, apparently caused by senile 
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fibrillary changes, was found by Herz and Fuenfgeld in their three 
cases, none of whom had shown rigidity. All of them had suffered 
from the pronounced motor restlessness that is characteristic of 
many patients with Alzheimer’s disease. It is still an open ques- 
tion as to whether this locomotor behavior is part of the choreatiec- 
athetotic syndrome in which pathological changes of the basal 
ganglia are usually found. 

The atrophy and gliosis of walls and floor of the third ventricle 
corresponded in severity approximately to the degree previously) 
found in a man of 103 years of age whose mentality was still quite 
active (F. H. Lewey, 1925). 


SUMMARY 

A patient is described, with Alzheimer’s disease differing in its 
course trom the general rule, that is in its long duration—43 years, 
if two periods of depression with severe headaches should be con 
sidered part of the final disease, otherwise 13 years. The patient 
developed a marked Parkinson syndrome with contractures of 
arms and legs. During the last three years of physical life, she 
Was in a state of decerebrate rigidity and gave no evidence in be- 
havior of being a human being. 

Necropsy revealed severe atrophy of the brain with enormous 
hydrocephalus and lobar atrophy. Senile plaques were abundant 
all over the cortex. The majority of nerve cells had disappeared, 
and those preserved showed senile fibrillary changes. The basal 
ganglia were in the same state of atrophy. Senile plaques and 
fibrillary changes were present in the corpus striatum and basal 
nucleus, while the cells of the globus pallidus were in a state of 
fatty degeneration. 

Paralysis agitans, the subcortical variant of Alzheimer’s disease, 
is frequently followed by the cortical form. The reverse sequence 
as evidenced by the present patient, is a great rarity, in fact seems 
not to be on record previously except but once in a mild form. The 
same observation is true in the case of the severe senile atrophy ot 
the basal ganglia in Alzheimer’s disease. 
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A SCHIZOPHRENIC REACTION FOLLOWING CESSATION OF A CHRONIC 
CONVULSIVE STATE 
BY J. NOTKIN, M. D. 


The oeeasional occurrence of convulsions during the course of 
schizophrenia is known,’ although the infrequency of this combina- 
tion has led some investigators in recent years to the rather un- 
warranted assumption of the existence of a biologic incompatibility 
between these two disorders, a theory which was advanced by von 
Meduna as the basis of the convulsive therapy of schizophrenia..’ 

The writer wishes in the following report, to present a case in 
which a convulsive state was apparently the predominant mani 
festation for a period of over 20 years, and then was replaced after 
a free interval of eight years by a classical schizophrenic reaction. 
Such an oecurrence, to the present writer’s knowledge, has not been 
recorded previously in the literature. 

Z., at the time of his admission to Hudson River State Hospital 
In 1942, was 59 years old. He is descended from Anglo-Saxon 
stock. His paternal grandfather was a prominent politician, while 
the maternal grandfather was an astronomer of note. The father 
is living and is a well-adjusted individual but has been suffering 
from deafness for many years. The mother was an active woman. 
She has suffered two slight strokes in recent vears and had a 
‘*nervous breakdown’? when the present patient was one vear old. 
There are five siblings, all of whom except one are well adjusted 
and are successful in various professional fields. Z. is the voung 
est of the group. He was born when his mother was about 41 vears 
old. He was a sickly infant and a feeding problem. He was brought 
up under strict religious training, and it must be noted that the 
parental attitude in rearing the children was rather rigid. He 
had the usual childhood diseases. His hearing acuity began to di- 
minish early in infaney. At the age of nine, he became subject to 
frequent petit mal and grand mal attacks which kept him from 
normal schooling and from other activities of childhood. Intensive 
treatment had little effect on the frequency of the attacks. For- 
mal schooling had to be discontinued at the age of 11, and the boy 
was then privately tutored at home. He grew up to be a seclusive, 
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shy and irritable boy. There appeared to be no sexual drives, and 
no autoerotic practices have been observed. At the age of 17 he 
was taken to a Dr. X, a well-known psychoanalyst. As a result 
{ the frequent interviews a marked positive transterence was es 
tablished, and the patient seemed better adjusted. The convulsive 
eizures diminished somewhat in frequency and stopped in 1934 
vhen the patient was 31 years old. It must, however, be noted 
that the patient received phenobarbital daily, even aiter the con- 
vulsions ceased. Z. himself informed the writer that from 1929, 
or thereabouts, he himself had increased the usual daily dose of a 
crain and one-half to 10 and one-half for a period of several vears. 
lle discontinued phenobarbital entirely about 1939 and, surpris- 
ingly enough, had no ill effects. The interviews with the psycho- 
analyst had been terminated in 1932. Z. remained shy, seclusive 
and uninterested in social activities. However, he displayed no ab 
normal tendencies for a period of almost eight subsequent years 
except for a violent quarrel—which included a physical fight with 
his brother—in 1935. 

Karly during 1940, Z. began to charge that everything which had 
llappened to him or would happen to him had been preordained by 
Dr. X. For the first time, he became aware of some sex urge and 
began to masturbate. In the meantime, his hearing became pro- 
sressively worse. During the early part of 1942, he declared that 
Dr. X. had told him that he was ordained to impregnate women. 
[le felt that he should lnpregnate the wife ot his brother, since the 
couple had been without children. He developed the idea that he 
couldn’t find work outside his home, because his brother might find 
work in the same establishment and in turn attempt to influence 
him. He became very involved in his thinking. On May 10, 1942, 
he was taken to a private mental hospital. There he was found to 
be a slim, asthenic individual. He had an accessory nipple low 
down on the left side and a rudimentary nipple on the right side. 
llis hearing was quite reduced, and he had to use a hearing aid. 
The electrocardiogram showed sinus arrhythmia, while the elec- 
troencephalogram revealed a normal tracing. 


rr 
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The day after admission to the hospital, the patient was seen to 
be walking about with an anxious and somewhat perplexed expres- 


sion. However, he was cordial, amenable and interested in the in- 
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terview with his physician. His productions were dissociated, inco- 
herent and scattered. There was an abrupt change of topics, and 
it often appeared to be with apparent difficulty that he answered 
questions relevantly and logically. He expressed a number of bi- 
zarre, delusional ideas with a strong sexual coloring and with the 
element of grandiosity. He claimed that it was incumbent upon 
him to impregnate his sister-in-law. Ile thought that unless he was 
able to have sexual intercourse the present World War would con- 
tinue unabated. Ile continually referred to Dr. X. as prognosticat 
ing everything which was going on and which would happen in the 
future. 

Various psychometric examinations rated Z. as at least normal. 
The revised Stanford-Binet Test gave him an IL. Q. of 102 and the 
Bellevue Intelligence Scale 109. 

On August 6, 1942, Z. was transferred to Hudson River State 
llospital. There, his trend became more florid and more bizarre. 
Ile involved, in his delusional formation, current events in the most 
fantastic manner. Ile asserted, for example that if he did not be- 
vet a child before the Germans got to the Volga they would have 
half of the river after the war, If, however, he had sexual relations 
with a nurse first, Germany would own Leningrad, and Archangel 
would be the only city left to Russia. If this happened, he rea- 
soned, it would make the Russians very angry and lead them to at- 
tack Alaska. He once saw a carpenter on the ward making re- 
pairs and drew the conclusion that this was ‘‘a sign of eternity,”’ 
a sign from the public that people were waiting for him and ex- 
pecting him to have a child. He said that he had to wear a black 
suit one week as a sign that he kept faith with the sailors and a 
Panama hat as a sign to the British sailors that he possessed hon- 
esty and integrity. All this was expressed in a matter-of-fact 
fashion without any emotional modulation. 


It is quite obvious that the present reaction is schizophrenic in 
| | I 


nature and can hardly be considered as what is commonly known 
as an epileptic psychosis. In fact, it is rather astonishing that the 
patient shows no ‘‘epileptic deterioration’’ after having been sub- 
ject to convulsive attacks since his early childhood. Neither does 
he show any of the other manifestations which have become time- 
honored signs of epilepsy, such as the plateau type of voice, the 
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slowing down of production, the adhesiveness, or clinging, to peo 

ple. On the other hand the dissociation in his thinking processes, 
the incoherence and scattering, the emotional flatness and the 
izarre symbolic thinking are all evidences of schizophrenia. 

The question then arises as to whether the two processes were 
‘oexistent from his early youth. This is rather difficult to answer, 
as—except for shyness, reservation and asocial tendencies in gen 
eral—there were no definite schizoid elements noted by his parents 
and siblings. While these tendencies could be considered as the 
precursors of a future schizophrenic reaction, they might have ex 
pressed the attitude of a handicapped youth who was subject to 
frequent convulsive attacks which had put him apart from his sib 
lings and other children of his age. 

The matter of the sudden cessation of the attacks is not entirely 
clear. It could, of course, have been due to the psvchotherapeutic 
efforts of the psychoanalyst. The attacks also could have ceased 
spontaneously, as occasionally happens in epilepties; and, finally, 
the massive doses of phenobarbital the patient had been taking for 
a period of vears could have had a lasting therapeutie effect. The 
most remarkable thing in this case is the subsequent development 
of the schizophrenic process with its bizarre delusional trend, a 
clinical evolution which is difficult to explain. The theory of the 
so-called biologie incompatibility working in reverse, the schizo 
phrenic reaction having a therapeutic effect on the convulsive dis- 
order, can hardly be offered as a possible explanation. Is it pos 
sible that Z. exchanged one form of adjustment (convulsions) for 
another (schizophrenia) to give more freedom to his primitive 
drives? 


Hudson River State Hospital 


Poughkeepsie, N. Y. 
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ON THE DISEASE-ENTITY BOREDOM (‘‘ALYSOSIS”) AND ITS 
PSYCHOPATHOLOGY 


BY EDMUND BERGLER, M. D. 


I Prevaininc CoNcEPTIONS AND EXPLANATIONS OF BOREDOM 


Casanova, on the basis of his own bitter experience in old age, 
called boredom that part of hell which Dante forgot to describe in 
‘La Divina Commedia.’’ Boredom is a universal problem, con 
stantly threatening the psychic balance of the individual. The dan- 
ger is but seldom visible on the surface, in spite of those few in- 
dividuals who consciously complain about the affliction of boredom. 
The majority of persons who suffer from boredom never complain 
about it, and its latent existence can be concluded only indirectly, 
from the strange and paradoxical splenetic-like actions of those 
afflicted with boredom in their efforts to avoid it. The constant 
longing for *‘fun’’ observable in many people is the inner protec- 
tive defense against the constant danger of boredom. 

Boredom consists of a feeling of emptiness and dissatisfaction 
and of the inability to concentrate on work or other endeavors 
which might give some kind of pleasure. What people understand 
by **pleasure’’ is, of course, as variable as their specific wishes, de 
fense mechanisms, and neurotic reactions. [iveryone has to find 
some specific remedy for the looming danger ot the sickness, bore- 
dom, which varies quantitatively with the individual. No one can 
argue about the type of work or hobby a person prefers as an ant! 
dote. Between the stamp collector, the baseball enthusiast, and the 
gossiper—to nention at random three **hobbies’*’—are no connect- 
ing links of understanding. These are also different and specific 
attempts to avoid boredom, in addition to their functions in fulfill- 
ing specific unconscious wishes and defense mechanisms. 

The opposite of boredom is the concentration of interest upon a 
specific field. Even in the most favorable circumstances, the inten 
sity of this interest changes at times. Still, even the layman under 
stands that the surgeon may feel a continued interest in his sur 
gery, the historian in his middle ages, the ship captain in naviga 
tion. In general, however, people make a very precise distinction 


between work and ‘‘fun.’* The ideal situation is when work is 
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also ‘‘fun.’’ Expressed scientifically, the more work serves for tl 

sublimation of unconscious drives and defense mechanisms, the 
nore - pleasurable tte is. Unfortunately, work for the majority is 
nly some kind of hardship, necessary to provide an existence, but 


cood tor no other purpose. 


The problem of extensive boredom has ortanee clinically, 
nly beeause it is painful and makes life empty, but also— and thi 
is the most important reason— because it even drives people to su 


ss 
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cide, since, as they express it, nothing ‘‘appeals’’ to them any more, 
ind they are ‘‘through with everything.’’ Boredom per se, ot 
course, does not lead to suicide, but the neurotic reasons behind it 
do. Suicidal persons unconsciously turn tl aggression upon 
themselves, chiefly because of unconscious jeelings of guilt. In 
other words, as long as the balance of aggression in the personality 

is fair, there is no danger of suicide. Persons with stable sublima- 
tions are practically immune from suicide. Shaky sublimations are, 
as is pointed out later, one of the three indispensable prerequisites 
of boredom. The writer personally believes that the majority of 
neurotic suicides could be prevented by analyzing the unconscious 
reasons and thereby changing them. ** Harimless’’ boredom is some 

times a danger signal, warning of some fundamental flaw in the 
inner equilibrium. 

The popular explanation of boredom is the following. Certain 
individuals have certain ** predilections,’’ and if these predilections 
are frustrated, boredom results. Another widely accepted explana 
tion of boredom is that it is the result of monotony and repetition. 
Both popular attempts to clarify the phenomenon fail to contribute 
any specific explanation. First of all, ‘* predilections’? must be ex 
plained genetically and not taken for granted. They, too, have rea 
sons for being. Second, it is not true that monotony and boredom 
are identical. The surgeon can operate every day for 40 years 
without becoming bored with surgery; the sailor is not bored with 
his ship; the driver with his car, except, perhaps, in transitory 
spells. Of course, in these cases, we are speaking of endeavors 
chosen and not forced upon a person. !n other words, the more 
that unconscious wishes and defenses are smuggled into work, the 


less is the danger of boredom. 
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ne encounters boredom either as one of many symptoms in neu 
rotics* of all types or as a disease entity in itself (‘‘alvsosis,’’ 
etymologically from ‘*alvs,’’ Greek for ‘*boredom’’), or as a transi 
tory phase in not too neurotic persons, who are sometimes eu- 
phemistically called ‘‘normal.’’ ‘The writer believes that in certain 
neurotic cases boredom is a pathologic entity, and proposes to 
speak about the disease, boredom. It will be necessary to find a 
genetic place for that old but neglected disease. 

The riddle of boredom has proved provocative to some scientific 
observers, psychologists, philosophers, and even physicians. Tor 
instince, the best known and often-quoted explanation of boredom 
is that of Lipps,’ who regards it as a feeling of inner emptiness. 
‘*Boredom is a feeling of displeasure stemming from the fight be 
tween the need for intensive psychic action and the lack of interest 
or the inability to be interested. Hand in hand, goes lack of con- 
centration.’’ Nietzsche* acknowledges that boredom presupposes 
a higher level of psychic development: ‘*The expression, ‘Tlic 
Magyar is too lazy to be bored,’ is indicative. Only the highest ani- 
mals are capable of boredom. . . . A plot for a great poet would be 
God’s boredom on the seventh day of creation.’’ 

The objection to Lipps’ definition is its purely descriptive con- 
tent. It scrupulously avoids any attempt at explanation. The 
same objection applies to Nietzsche’s statement, which simply 
specifies that ‘‘primitive’’ people are not bored. The cause of 
boredom is not even discussed. 

There have been up to the present three serious psychoanalytic 
attempts to understand the problem of boredom, the papers of v. 
Winterstein, Fenichel and Spitz. Winterstein® believes that bore- 
dom is felt when the psyche has a hypereathexis of narcissism and 
attempts unsuccessfully to find object-libidinal or destructive 
auns. He surmises that there are two types of bored persons, the 
pleasure-type and the duty-tvype. Individuals of the first sort, of 
whom he considers Baudelaire an example, are blasé and yet in- 
capable of pleasure. Those of the second sort, as examples of 
which he mentions Fechner and Darwin, flee into work, since they 
are bored with anything else. People of both types are incapable 
of love, have not reached the genital level, and have regressed to 


“The writer purposely excludes the subject of psychotic boredom from this paper. 











EDMUND BERGLER, M. D. 4] 


the anal-sadistic level of development. Winterstein holds, further 
re, that some bored persons are slightly depersonalized, and be 


eves that the symptom ot boredom itself has perhaps a physio 
rie basis. 
lenichel* formulates the neurotic unconscious mechanism in bore 


om as follows: ‘*] am exeited. If | permit further increase of 
xcitement, [ shall be frightened. The 


re, | am saying to my 
self: ‘IT am not excited at all; [ don’t want to do anything.” Since 
have forgotten my original aim, I don’t know what to do. The 


uter world must do something whi 


h will free me from my tension 


and at the same time not make me frightened. The outer world 


Ae i 
ist make me act; then | am not personally responsible. ‘The 
er world must distract me so that whatever I do I shall be far 


enough from my original aim. The outer world should do the im 
possible—it should give me release from tension without making 
e actively use the drive.’’ Fenichel, like Winterstein, believes 
hat bored persons of some types suffer from a variant of deper 
alization. Basically, behind boredom are ‘‘tensions stemming 
rom drives which, despite the repressed aim, are taken cognizance 
of but are inwardly negated.’’ Fenichel believes that some types 


of boredom have an oral substructure, since so many persons use 


ating, drinking, and smoking to counterbalance their boredoin. 
(his author stresses the fact that there are two ty pes ot bored peo 
ple, who behave phenomenologically differently. Those of one type 
are fidgety and motorically agitated; those of the other type art 
vithout motori¢ impulses and wish to be distracted by the outer 


world. He admits his inability to explain the genetic origin of 
these two types. 

Spitz’ stresses the phenomenological fact that children at the 
ages of one and two show a marked predilection for repetition, 
which lasts until they are about six, when that tendency disappears. 
Later, the adult produces, with but few exceptions, a distaste for 
repetition. The early predilection for repetition represents a meas 
ure to save the child from anxiety (everything new is frightening). 
In wanting to listen to the same fairy tale over and over, and even 
) 


insisting on the use of the same words when that tale is related t 


him, the child is attempting to master anxiety. The age ol 


SIX 1S 


the turning point, because at that age the Oedipus complex is de 
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stroved, and with the prohibition of Oedipal fantasies by the 
newly-established, severe, unconscious conscience (super-ego), 
comes also the prohibition of repetition, which takes such an im 
portant place in masturbation and pregenital fantasies. 

The present writer’s objections to the conclusions reached by 
these three authors are the following. He does not believe that 
horedom ensues when the narcissistically overcathected psyche 
cannot find object-libidinal or destructive aims, as Winterstein 
holds. Against that assumption, speaks the fact that in the very 
eases in which the psychic apparatus shows high nareissistie ea 
thexis, as in individuals indulging in fantasies, boredom does not 
develop. The writer, however, agrees with the other formula- 
tion of Winterstein, that the bored person is incapable of finding 
libidinal or destrudo aims; but questions as to why that inability 
exists remains unanswered. Fenichel’s formulation, characteriz 
ing boredom as *‘tensions stemming from drives which, despite the 
repressed aim, are taken cognizance of but are inwardly denied 
(negated),’’ leaves unanswered the question as to why every neu- 
rotic is not bored. In all neuroses, the drive causing the disturb- 





ance is repressed; tension, however, is present, manifesting itself 
in dissatisfaction and depression. The mechanism of inner denial 
and negation, assumed by Fenichel as pathognomonic for boredom, 
is ubiquitous in neurosis and does not give a clue to boredom spe- 
cifically. The writer doubts, further, Winterstein’s and Fenichel’s 
assumption that boredom is close to depersonalization. He believes 
quite the contrary. Depersonalized persons are not bored at all; 
they spend their time complaining and comparing painfully their 
present ‘*dead’’ feelings to the ‘‘ good old times”’ before the onsets 
of their diseases. They could not be bored because they are con- 
stantly observing their symptoms, using a great deal of vovenrisin 
in that introspection—a fact pointed out in a paper by the author 
in collaboration with L. Eidelberg.6 Moreover, the writer cannot 
subseribe to Fenichel’s idea of oral regression in boredom. True 

bored persons use eating, smoking, and drinking as antidotes for 
boredom; but, once more, Fenichel uses an ubiquitous mechanism 
unsuccessfully to explain something specific. In a dangerous situa- 





tion, all persons make use of transitory regression and utilize old 


channels and ways of reassurance. The oral reassurance is one of 
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- 


he first experiences of life. The 

per seems to the writer to be his descriptive distinction between 
fidgety,’’ motorie type and the Inactive type ol boredom. De 
pite his inability to explain the reasor lifference in types, 
s descriptive differentiation of the two is undoubtedly of merit. 
The present writer has no objection to Spitz’ paper, as far as it 


oes; but he believes that it stresses the superficial lavers of a more 


ny olved problem. 


It. A Trap or PrerzquisivEes or Pas ocic BorEDoM 
Boredom as a disease is alwa ASS¢ ted wi three distu 
inces: (1) weak or shattering sublimations: (2) inner inhibition of 
oveurism, (the ‘*Peeping Tom’’ characteristic, secopophilia) ; and 

) defense against masochistic pleasure. 


Let us first clarify the issues of that triad. 


Sublimation signifies, according to Freud, who coined the phrase 
and gave it scientific meaning, the unconscious transformation of 
an originally pregenital or phallic drive into something socially 
accepted, after thorough de-sexualization. The typical example is 
the exceptionally sadistic child who later becomes a surgeon, a 
nurse, a hospital attendant or a butcher ‘‘according to his oppor 
tunities and abilities’? (Jones). Tlow these early drives are trans 

yrmed has never been clarified in psychoanalysis. Experience has 
shown that neurotics have weak or unsta ble ublimations and th 
eured neurotics are capable of building up workable sublimations 
There is considerable divergence of opinion in analytic literature 
thout the basis of sublimation. Freud even assumed once or twice 
that a biologie basis was involved. To make matters more compl 
cated, some authors—for instance, Rohein ee lieve that sublima 
tion is the result of the wresting of id-ground (unconscious wishes ) 
from the super-ego (unconscious conscience), while ot a helieve 

xactly the opposite, that sublimation represents the wa ling-off of 
unconscious wishes under the pressure of the super-ego. Further 
» there is no uniformity of opinion about the number of lavers 
involved. Some helieve that the process involves a direct transfor 


+1 
I 


ev admit ignorance ot how 


mation with de-sexualization, though 
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this is done; others assume a more complicated structure, for in- 
stance, Jones. In his paper on Morphy, the chess player (Int. J. 
Psvchoan., 1931), Jones expresses the view that sublimation has a 
protective function and a two-laver structure: ‘*I conceive that 
Morphy’s parricidal impulses were bound by an erotic cathexis 

.and that this in turn was sublimated.’’ In other words, subli- 
mation is still an unsolved riddle, even analytically. 

The present writer has expressed his personal belief* that subli- 
mation has a five-laver structure and that sublimation does not rep. 
resent the direct though de-sexualized id-wish, nor the defense 
against it, but rather the defense against the defense against an 
inner conflict. Sublimation is therefore not the child, but the modi- 
fied grandehild, so to speak, of the original conflict. The writer 
believes furthermore, that the great mystery as to what happens 
with aggressive drives in sublimation—since clinical experience has 
proved so often that pregenital sexual wishes are the material for 
sublimation—can be explained on the assumption that that aggres 
sion is spent in fighting the super-ego. The writer believes, as well, 
that a complicated mechanisim of irony and spiteful defiance of the 
ego against the super-ego is visible in sublimation. 

The reason for the appearance of pregenital wishes (oral, anal, 
urethral, voyeuristic, exhibitionistic) in sublimation rather than of 
aggressive tendencies is that the latter may find expression else 
where more easily than the libidinal ones, especially the pregenital 
ones. As far as these pregenital wishes can progress to be subor- 


dinated later under the ‘* primacy of genitality,’’ all goes well. But 
even in the most favorable circumstances, there are remnants of 
pregenital wishes, and these are the material for sublimation. 
‘Therefore, we have a preponderance of pregenital conflicts in sub- 
limation. The aggression, on the other hand, is used to a great de- 
cree to ward off constantly the super-ego and to fight the ‘‘ reali- 
ties of life,’’ so that there is simply less aggressive energy unre- 
solved. The writer believes that the amount of aggression need to 
fight the inner conscience is underestimated, even in ‘‘normal’’ 
conditions. 

One must be reconciled to the strange fact that the material for 
the highest mental, cultural, and artistic functions has its affective 
basis, not only in childlike drives, but in the more fantastie and 


rrotesque of these—the pregenital ones. 
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for an example, a patient, a scientist, awaited with impatience 
and excitement the publication of his papers in different scientitic 
ournals. Whether one of his papers would appear, whether he 
would be praised or criticized seemed to be decisive factors in his 
Le. Kverything else, work, love, hobbies, were subordinated to 
that publication-compulsion. But when the papers were published, 
lie lost all of his former interest after a very short time and began 
to ask when his next paper would be published ‘tat last’’ and to 
omplain bitterly about alleged neglect. Ile also reacted paradox 
ically to being quoted. Ii he was quoted unfavorably or passed 
ver, his aggression, always ready to break out, revelled in orgies 
f hatred, whereas he took practically no interest in being quoted 
favorably except for a passing, conscious narcissistic one. He was 
a typical example of the ‘‘mechanism of orality,’’ which the writer 
has often deseribed.”) Such neurotics habitually push persons of 
the outer world, who are unconsciously identified with the pre-Oedi 
pal mother, into situations of refusal, so that they may be aggres 
sive afterward, seemingly in self-defense. They repress the fact 
that they themselves have provoked the refusal and enjoy masoch 
istically the situation, ‘* Nobody loves me.’’ The whole triad is un 


] 


conscious; only the feelings of righteous indignation and self-pity 
are conscious; and even these are felt without understanding of the 
masochistic factor involved. 

The reason for the patient’s publication-mania was to be found 
in his voyeurism. Since that voyeuristic drive was connected with 
his mother, it was strongly counteracted by his inner conscience. 
Therefore he furnished the defense mechanisin: ** I] am not a Peep 
ing Tom; I exhibit.’’ To publish scientific papers, meant for him 
unconsciously an exquisite exhibitionistic defense. His sublima 
tion was built on the following lavers: 

First laver: ‘‘I want to be a voyeur’’ (libidinal). 

Second layer: First reproach of the inner conscience: ‘* You 
have no right to peep at your mother.’’ 

Third layer: ‘‘T am not a voyeur; I am an exhibitionist. [ don’t 
need my mother; I am showing my own body. i am autarchie and 
aggressive in transgressing educational rules.’’ 


Fourth laver: Second reproach of the inner conscience: ‘* You 
have no right to be aggressive in using exhibitionism, either.’’ 
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Fifth layer: ‘‘] am neither aggressive nor exhibitionistic. | want 
to be obedient and a good boy. I shall publish papers and work fo: 
humanity. Didn’t my father (mother) tell me to be socially 
minded?’’ (Llrony at the expense of education. ) 

Oily the fifth layer leads to sublimation and contains an element 
of outwitting of the conscience. 

In cases of unsuccessful sublimation, the ego loses the **battl 
of sublimation ;’’ in other words, the aggression is used, not by thi 
ego to fight the inner conscience, but by the conscience to fight th 
ego. Psyehie masochism is the result. 

In instances in which only weak or unstable sublimations ai 
built, boredom represents the defense of the uneonscious eg 
against the intermediary phase of an attack stemming from thi 

co. That attack always comes after external defeats and 
shakes the basis of sublimation. The super-ego misuses defeats in 
reality for its purposes of torment, and its attack is not powerful 
enough to destroy the sublimation but is powerful enough to make 
it unworkable for some time. The interim, in which the sublimation 
is unworkable, is visible on the surface only in the unconscious ego 
defense, boredom. 


2 


Besides having faulty sublimation, bored persons manifest a dis 


i 


irbance of voyeurism. The scopophiliac instinet, comprising psy 


chic voyeurism and psychic exhibitionism seems to play a roéle of 
highest importance in the prevention of boredom. There are basic 
ally two ways of avoiding boredom: first, acts of sublimation, and, 
second, fantasy. Everyone indulges at certain times in fantasies: 
and if these fantasies do not interfere with action, they are good 
antidotes for boredom. The poet Heine was once asked how he 
** was his 
reply. Only when fantasy takes quantitatively so predominant a 


pli 


spent a few days. ‘‘I gave audience to my fantasies,’ 


ice that it becomes a substitute for normal action can one speak 


“It is interesting to note that the réle of fantasy (voyeurism) in boredom was i1 
tuitively known to Voltaire. In his ‘‘ Discours’’ we find the following statement: ‘‘ Lé 
seoret d’¢ er { el le tout dire.’’ (**The seeret of boring is to tell all.’’ 
The unspoken part arou ‘losity, stimulates fantasy and imagination (psychic voy 
eurism) and thus prevents boredom. 
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as a neurotic sign—like the 
agining action in fantasy is 


hinking is rehearsal of action’ 


theretore, prepared t 
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inhibition ot 
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fantasies observable in neuroties. 

a prerequisite for normal action 
(Freud). 

» expect that in persons having a 


at is, genetically, of voyeurism, 


edom will appear more frequently than in others. This expec 

tion is borne out by observable facts The reason for the inhib} 

ff voyeurism is to be found ts unconscious connection with 
e-Oedipal and Oedipal fantasies 
3 


‘he third prerequisite for path 


renee AlMSst uneonselous i 


lia 


There 


listurbing fantasies. 


r who are—in general—in 
neurotics, depersonalized pers 
iously, these patients are cons 


rating on their obssessions, 


diseases, 


respectively, 
i . 


Sf 


ologie boredom is the need of a de 
histic enjovinent of consciously 
three groups of neurotics In par 
mune from boredom, obsessional 


ms, and Con 


they are concen 


hypochondriacs. 
tantly worried; 
irbance of perception, and imag 
] 


reason that neurotics of these 
roups are troubled by boredom so seldom is that their voyeurism 
undisturbed. Only infrequently, after prolonged torture, are 
hey bored. That boredom is an unconscious defense against the 
proach of their inner conscience that they enjoy their fantasies 
nd defense mechanisms masochisti Lily To ward off that re 
h, reactive boredom a n psvchie surtac The 
ame reactive symptom is present in a quantitatively higher degre 
ms in whom b nd intrequet 
ymptom but the central defense, that is, in *‘alysosis Im thi 
persons sublimations and voyeu especially are impaired. 
Abortive reactions of the same sort are observable when one 


oe 4 ] 
hinks too long about : 


1 problem 


a while one ‘‘gets bored.’ The 


withou sf 


Atte) 


conscience misuses the un 


i lution. 


Inner 


suecesstul concentration of psychic energy tor masochistic put 
poses, and the ego provides the defense of boredom, based on the 


formula, ‘‘Il don’t enjoy tailure; 


the narcissistic ego denies the def 


4 
1 
ila 


| 


| alin bore (l. At the Same time, 


felt in not 


finding the solution. 
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ltl. Sprciric FEATURES oF BorEDOM 
One can understand the existence 5 rectly observed but not ex 
plained by Fenichel, of two types of reaction in boredom—the m 
toric, fidgety one and the immobile one-—il one takes into account 


the following more or less generally-acknowledged fact in the ps) 


chopathology of neuroses: Every neurotic libidinal drive is 
wardly warded off by aggressive tendencies; every neurotic aggre 
sive tendency, by lbidinal ones. Consequently, in the event that 
the conflict to be warded off consists of lbidinal tendencies, it 
fought by aggression, with the result that motoric¢ acts appear on 
the pov hic surface. ‘The opposite is true when the conflict to bi 
warded off is defense-aggression. In this event the reactive libid 
inal tendencies, directed against the person himself, result in ab 
sence of motoric action and impassivity. 

Using that principle, it is possible to distinguish immediately, 
from the type of boredom, the underlying forces which are being 
warded off. 

How can the fact be explained that bored persons so often wan 
to be distracted by the outer world?) The more superficial explana 
tion is that they are incapable of finding something to amuse then 
in their own minds, and look for external amusement. In the writ 
er’s opinion, the reason is more complicated ; he believes that behind 


that wish for external diversion are two child-like tendencies. One 


is the old childish megalomania, still placing the ego in the cent 
of the universe, using the outer world simply as court-fool, good 
only for the purpose of providing amusement. The second is irony 
directed against the super-ego: ‘‘Let’s see what you have to o 
fer.’’ Basically, the bored person does not want to be amused; h« 
is slinply trying all possible alibis to reduce the substitutes he en 
plovs to absurdity. Perhaps he is even continuing the old educa- 
tional fight with his environment on a different basis; it is as if 
the educator forbade a certain type of pleasure, suggesting another 
one instead. That suggestion is ironically accepted, only to be 
reduced to absurdity. 

Spitz’ observation that the child insists on repetition, wanting, 
for instance, not only to hear the same fairy tale over and over but 
to hear it in the very same words, is correct. This repetition rep- 


resents, however, not only reassurance against fright, as Spitz be- 











eves, but also a misuse of th 11 World re presented lor in 


ance, by the person telling thie airy tal r purposes o1 child 


-¢ megalomania. In other words, a reversal of the real situation 
] 


es place. In reality, the chi epends on the kindness 


it an 
er person; but in the reversal he is omnipotent, making the othe 
rson simply an instrument of his own megalomania. Therefore, 
insisting on the same story in ident words, le is giving vent 


his nareissism. 


V. Reasons ror RecoGnitrion or Borepom as A DISEASE-E/NTITY 


Boredom is encountered as a transitory svinptom In many neu 





ses on an oral, anal, or phallic level when disturbances of voyeur 


cll 


and sublimation are also present. One can compare boredom 


certain respects to depersonal ation. Both may appear as tran 
sitory syinptoms in different neuroses. But, as with depersonaliz: 


I 
tion, the fact that boredom may appear as a transitory svinptom in 


some Instances does not prevent its existence as a disease in itsell 
n other instances. 
Another reason for acknowledgment of boredom as a disease 


entity is that the svmptom and sign of boredom are the central fea 


+ 


ires In specific Instances, and not simply one symptom more in a 


long list of complaints. 


s ne persons are not satishied until the La phica ed nan 
roa disease. ‘* soredom’” pu ana s it seem to be : 
lisease at all to them. Perhaps they will accept it as a disease if 


we call it ‘‘alysosis,’’? using the Greek word ‘talys’’ which mean 
boredom. Those who prefer Latin terminology may call it ‘‘otiun 


osis’’ (otium=boredom). 


, 1 Ky } fa ; : ‘ ] 1) Se 
The great difheultv of the genetic position of the old-new (11s 


ease horedom’’ is based On the Lact that. up tonow, psvchoanalysts 


have subdivided neuroses genetically into three groups, according 


to the point ol regression or fixation ral, anal (e. g. obsessional 


neurosis) and phallic (e. g. hysteria). Since scopoplhilia has been, 


i 
up to now, a step-child, it has not received enough attention, even 
from the viewpoint of genetic classification. One is faced with the 
saine difficultv in classifving two other scopophiliac diseases, ce 


tliie 
personalization and erythrophobia (blushing). However, the clas 


sification of these two diseases is made somewhat easier by the 
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facts that blushing is related to oral tendencies, depersonalization 
to anal ones. Some classificatory uncertainty is still present with 
regard to these, however. For instance, blushing is often classed 
as a ‘‘narcissistic embarrassment neurosis”’ (narzisstische Befan- 
genheitsneurose), and the exhibitionistie-voyeuristie tendencies are 
simply added to it. But the present writer believes that one could 
turn the tables and group all three diseases, depersonalization, ery 


ee 


throphobia, and alysosis under the heading of ‘‘scopophiliae dis- 
eases,’’ pointing out how they are interrelated with other libidinal 
and aggressive elements. Scopophilia seems to be something differ 
ent from the generally accepted groups, and is difficult to handle, 
not only from the clinical and therapeutic standpoint, but also from 
that of classification.* 
CONCLUSIONS 
Boredom is a neurotic disease closely associated, in a triad of dis 
turbances in the sphere of sublimation, with scopophilia (voyeur 
ism), and psychic masochism. It represents an unsuccessful de 
fense mechanism of the unconscious ego against reproaches of the 
inner conscience. 
*The following table presents a comparison of the two known ‘‘scopophiliac’’ diseases 
Depersonalization 2eapie: Erythrophobia 
Id-wish. ‘*T want to exhibit anally.’’ ‘*I want to be a voyeur of 


mother’s breast.’’ 


First defence of unconscious ‘‘I want to be a voyeur of ‘‘I want to exhibit my body 


ego under pressure of super- my own body.’ 


ego. 


buttocks, cheeks, penis).’’ 


Second defence of uncon- ‘‘I am not a voyeur; I am ‘‘I don’t exhibit; I am shy 


scious ego under pressure of observing my _ sickness. I and want to cover myself. I 
super-ego. don’t enjoy that observa- don’t enjoy that exhibition; 
tion; I suffer.’’ I suffer.’’ 


In both diseases, one part of scopophilia is used as a defense against the other. In 
depersonalization, exhibitionism is warded off with voyeurism; in blushing, the opposite 
takes place. The difference between depersonalization and erythrophobia is, therefore, 
the sequence of scopophilia and defense events. In depersonalization, an anal exhibition 
ism is warded off by voyeuristic means; in erythrophobia, exactly the opposite happens 
a voyeuristic wish is warded off with exhibitionism. In the third layer in both cases, the 
secondary defense goes one step further, making out of pleasure—pain. For details see 


the writer’s paper: ‘‘The mechanism of depersonalization,’’ (in collaboration with L. 


Fidelberg), 1. c., and ‘‘A new approach to the therapy of erythrophobia,’’ a paper read 


at the fifteenth International Psychoanalytic Convention, Paris, 1938, (Psychoan. Quart., 
1944, Vol. XIII, No. 1.) 
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These reproaches are often more or less in the form of a ‘‘raid,’’ 
and do not progress to a real offensive. In such cases, boredom 

‘presents only a transitory, though repeated phase, encountered 
in many neuroses in which, in addition to other difficulties, voy 
‘urism is impaired. 

Conclusions as to the underlying drives which boredom wards off 
are possible trom its visible signs, whether the bored person is 

izety and motorically agitated or is without motoric impulses. 

‘The prognosis is unfavorable in untreated cases, which may even 
result in suicide, since the disease is of a progressive type and 
never self-limited. 

By solving the neurotic difficulties in the sphere of the ‘* triad 
of boredom,’’ eure is possible in psychoanaly Sis. 


251 Central Park West 
New York 24, N. Y. 
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PHENOMENAL SPURT OF MENTAL DEVELOPMENT IN A YOUNG CHILD 


BY EUGENE W. MARTZ, M. D. 


The development of intelligence throughout infancy and child 
hood continues to be a topic of endless investigation and discus 
sion. This is especially true if the intellectual development is ab 
normal in one way or another. There is still a decided lack of 
agreement among authors on many basic concepts regarding men 
tal growth and the various factors which may tend to influence it. 
Investigators are continually looking for reliable methods to im 
prove intellectual ability or, at least, to permit the full utilization 
by each child of his potential mental capacity. 

Acceleration of mental development, through improved health, 
changes in environmental factors or better methods of training, 
has been reported in many cases. A selected child, because of un 
usual circumstances, may show a substantial rise in |. Q.; but it 
does not follow that every child under similar circumstances will 
attain the same increase or any increase at all. 

The following case is being presented not only because of thi 
phenomenal mental development that occurred over a four-year 
period but also to Impress upon others the necessity for continued 
research in this field. It is not a simple matter to explain why this 
child’s 1. Q. Jumped some 68 points, while none of the others in the 
same group showed any appreciable change. To say that the child 
must first of all possess the inherent potentialities for improve 
ment does not entirely suffice. No experimental or controlled sit 
uation was established in this case, no direct attempt was made to 
produce this remarkable change through an especially designed 
system or regimen. Briefly stated, it appears that when conditions 
became tavorable, this child quickly attained her potential level of 
intelligence in spite of existing handicaps. 


Case REPoRT 


Naney was born out of wedlock when her mother was aged 26, 


the tather, aged 39. During the first four months of pregnancy, 
the mother tried every method known to her in an effort to induce 
an abortion. The pregnancy, however, was uneventful and went to 
full term. In order to keep her secret, the mother used tightly 
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laced corsets. At term, she gave birth to a well-d veloped, eight 
pound intant which was nursed for only three weeks before being 
placed in a boarding home. When Nancy was two months old, the 
nother became convinced that her baby was mentally defective. 
She was dull, stupid and listless. 


4 


As time passed, Nancy took no interest in her surroundings, 


} ' } 


showed no animation: did not learn to hold up her head, eat or 


] 


‘reep as normal babies do in the early months. She did not un 
derstand anything that was said to her, made no effort to talk. The 
report continues: ‘* Because the baby was of such low grade intelli 
renee, it was hard to find a boarding mother who was willing to 
care for her.’? The mother was finally persuaded to put her baby 
in an institution; and, with that, she determined to put the child 
out of her mind and life. 


At 19 months of age, Naney was admitted to the babies’ ward of 
Letchworth Village. Her weight was 27 pounds. She was a quiet, 
backward, indifferent baby who received routine care and atten 
tion. It was noted immediately that she had gonorrheal vaginitis, 
and three days later the laboratory also confirmed a diagnosis of 
hacillary dysentery. Bony development was strongly suggestive 
of early rickets, eruption of teeth was delayed. Indications were 
that Nanev had been neglected. She was still taking her food from 
a nursing bottle, could not eat from a spoon. It was necessary to 
assist her to a sitting position. She could remain sitting only a 
short time and would then fall over. Her chief form of amusement 
was banging her head against the bars of her erib. In addition to 
the medical conditions noted, Nancy also had ringworm of the scalp 
and Vinecent’s infection of the mouth. On the Kuhlmann-Anderson 
intelligence seale, this infant attained the following score: C. A. 21 
mo., M. A. 6 mo., I. Q. 29. 

At the age of 23 months (after four months in the institution) 
Naney was completely weaned from the bottle and was eating well. 


S| 


ie showed some interest in her environment, was sitting better 
but could not stand. The various infections had been brought un 
der control, and the child was in better health but still weak, lacked 
energy and initiative. Habit training progressed very slowly. She 


had little, if any, control over elimination, wore diapers at all times. 


At two and one-half vears, Naney weighed 29 pounds and was 
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still under medical treatment. She had better color, seemed much 
stronger. She could stand with support; and while she made no 
attempt to walk or talk, she could understand simple directions. It 
was still necessary for someone to feed her, although she would try 
to hold a spoon if urged. 

At three and one-half years, Naney weighed 31 pounds. She 
eould walk a little, could say a few words, was interested in her 
surroundings. She could recognize the nurses who eared for her 
and would try to say their names. At this time, she was moved 
from the babies’ ward to a cottage of small, infirm girls. The ma- 
jority of children in this cottage were considered to be untrainable 
either because of very limited intelligence or because of pronounced 
physical handicaps. Nanecy’s mental development showed an al- 
most immediate acceleration. She became quite interested in every- 
thing she saw and heard. She would try, in a primitive way, to 
play with other children, would smile at those she knew, and she 
wore a more alert expression. 

At four and one-half years, Nancy was average for both height 
and weight (39 pounds). She understood everything that was said 
to her and could talk in short sentences of several words, although 
speech was still infantile, words imperfectly pronounced. Walk- 
ing was satisfactory although weak arches still gave the child a 
degree of unsteadiness at times. On the old Stanford-Binet scale, 
she attained the score: C. A. 4-10; M. A. 2-8; I. Q. 55. On the new 
Terman-Binet form L, her I. Q. was 59. 

At the age of five, Nancy’s progress was so encouraging that she 
was placed in a cottage of brighter children so that she might be 
tried in a prekindergarten class. At five and one-half years the 
little girl played in a rather normal manner. She was restless, in- 
quisitive, talkative. Her health was excellent. She could dress 
and undress hersel!, even lace and tie her own shoes. She was now 
completely tidy in her toilet habits both night and day. The Ter- 
man-Binet form L gave her the following score: C, A. 5-5; M. A. 
4-1; 1 .Q. 75. 

At six years of age, Nancy was outstanding (in a kindergarten 
class of mentally deficient children). Her score on the old Stan- 
ford-Binet was: C. A. 5-11; M. A. 5-8; L Q. 97. On the Pintner- 
Patterson Scale, she did not do so well: C. A. 5-11; M. A. 4-6; I. Q. 
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76. Total motor coordination as well as special motor skills were 
lisappointing. She was now both obedient and polite, took great 
interest in her appearance, was careful with her clothes and play- 
things, would share her possessions with others. She would ask 
innumerable questions in a normal manner, would assist less for- 
tunate children in various ways such as dressing. 

So far as could be observed, Nancy was essentially a normal child 
at this time. She was well developed and weighed 45 pounds. There 
was a degree of awkwardness in muscular coordination. Hand 
dominance had not been established; and, although she preferred 
to use her right hand, many things were done with the left. Her 
eves were weak and glasses were prescribed. This child could print 
her full name and could print the entire alphabet; she could count 
to LOO and could write the numerals to 20. She was very observing 
and took great interest in classroom work and competition. 

Naney made this tremendous improvement in an environmental 
set-up which was established primarily for children with retarded 
mental development. Now that the child had attained normality, 
it was feared that further residence in an institution might serve as 
a handicap, might be embarrassing to her. <A suitable boarding 
home was found and Nancy spent a year attending public school. 
During that year the I. Q. remained constant (97 when she left the 
institution, 96 one vear later). Unfortunately, opportunities for 
play with children of her own age (outside school hours) were lim- 
ited, but Naney held her own well in competition with normal chil- 
dren. She ranked in the upper half of her class and finished the 
first grade a month after her seventh birthday. 


CoMMENT 
Our present interest in the growth of intelligence received its 
great impetus from the experiments conducted by such men as 
Binet,’ and Itard.?, These men and others hoped that through care 
fully planned, ingenious programs of education and training they 
might be able to improve the intelligence of backward children. 
Although some of them have met with varying degrees of success, 


it is generally conceded that we cannot make normal children out 
of feebleminded ones. Recently, Doll* has called attention to the 
fact that, strictly speaking, the term mental deficiency is used to 
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describe a eondition that is essentially unremediable at all ag 
levels. On this basis, Nancy was not a true, clinical case of ment 


deficiency. 


The reliability of I. Q. ratings made during the early vears 
life may be questioned. Several vears ago, Hollingworth’ wroti 
that the preponderance ‘! evidence is to the effect that the i: i, 
unreliable below school age, there being too many variables, un 


; 


measurable factors, unsolved difficulties. While she herself seen 

to support this stand, she is careful to cite the views of the oppo 
sion Who maintain that valid and reliable L. Q.’s can be secured 
on very voung children by competent examiners. Anderson’ con 
tends that ‘*Infant tests, as at present constituted, measure very 
little, if at all, the function that is called intelligence at later ages.’’ 
liven though the fundamental truth of this statement should hy 
rranted, it is still felt that such tests offer a gauge as to the in 
fant’s ability to cope with selected, standardized situations and 
problems in his environment. They also provide a basis upon 
which to compare certain achievements of one child with those ot 
the froup. 

Wellman® comes out strongly for environmental influences in thi 
mental development and progress of a growing child. She holds 
that some children lack the inclination to utilize fully the abilities 
and resources available to them. As a result, the L. Q. suffers pro 
portionately. In the case here presented, not only was the test 
score extremely low at 21 months, but it was also true that direct 
observation of the child’s behavior compelled a diagnosis of pro 
nounced backwardness (nursing from a bottle, poor response to 
the spoken word, delaved word-sounds, lack of interest in surround 
Ings, ete.). From that time on, the mental development was really 
phenomenal, [It could be measured by accepted psychological tests : 
it could be followed in the daily life of the child in the cottage and, 
later, in the classroom. 

Although psvchometric test scores give conerete evidence of the 
mental progress of Nancy, the objection may be raised that they 
are not entirely reliable. In addition to the immature years of this 
ehild, the examiner had to contend with imperfect coordination, a 
fatr degree of impulsiveness, marked sensitiveness to failure and 


} 


an unusual degree of distractibility. As against these, it may be 
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pointed out that such errors were more or less constant throughout 
he entire period of observation and would penalize her fully as 
uch at age seven as at age two. ‘Thus it is felt that even though 
the M. A. and I. Q. ratings may, at some point, be erroneous, the 
error would be relative rather than absolute and would not ma 
terially alter the over-all increment. 
(here has been considerable discussion concerning the possi 
bility of normal children in orphanages or institutions failing to 
ake the expected mental progress (or even regressing) due to re 
stricted opportunities, limited experiences or inadequate resources. 
‘he now-famous lowa studies’ of environmental influences place 
considerable emphasis upon such handicaps. [ven within the con 
ines of an institution, one placement may prove to be superior to 
another. Skeels and Dye* report marked improvement in the L. Q. 
ratings of 15 mentally retarded children under three years of age 
when they were transferred to what was presumed to be a more 
favorable institutional environment. Reports of this type have 
not been accepted without protest. In criticizing the lowa studies, 
MeNemar® has drawn attention to what he considers weaknesses 


nd overenthusiastic statements. He condemns both the methods 
emploved and the conelusions reached, But the weight ot evidence 


eels to support the contention that I. (J). ratings nay vary accord 


ing to the presence oO! absence of certain conerete factors both in 


the environment and in the constitutional make-up of the child. 

Nancy’s boarding home care was of the poorest sort. The ab 
ence of social training and stimulation during the early months 
must have had a profound effect upon her. The institution was an 
haprovement but still failed to provide a normal set-up. The im 
portant fact is that the institution, with its many disadvantages, 
was able to provide so much mental stimulation for this unfortu 
nate child. It seems reasonable to assume that longer residence 
in the community may now serve to improve still further her social 
and personality integration which, in turn, would be reflected in a 
more favorable mental rating. 

Bavley,"’ following her study of children up to three years of 


e, concludes that there is very little evidence to suggest that chil 


lren’s rates of mental development fluctuate with their state of 


health. At the same time she does concede that in individual cases 
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the health rating or histories of illness do influence the children’s 
scores. Jelliffe and White,’ many years ago, suggested that chil- 
dren may ‘‘lack the ordinary brightness that comes about spon- 
taneously it they have lived under insanitary conditions that im- 
pair the general health and energies.’’ In Nancy’s case, there is no 
doubt about the impaired health. There is also ample evidence, 
from reliable sources, that during the early months she suffered 
from lack of care, attention and training. She was unwanted and 
unloved. 

The possibility of this child having had a disease of the central 
nervous system (polioencephalomyelitis, meningoencephalitis) has 
heen considered carefully. Head-banging, apathy, inability to stand 
or sit alone, muscular weakness, arrested mental development are 
all suggestive. The milder forms of these diseases sometimes may 
he undiagnosed. The clinical picture was confused by several acute 
infections. All that ean be said at this time is that no nervous dis- 
ease was recognized; no apparent residuals are now observable ex- 


cept a mild awkwardness which does not appear to be significant. 


SUMMARY 


A case report is offered to show the unusually rapid mental de- 
velopment of a female child from the age of 19 months to six 
vears. At 19 months, she presented a picture of pronounced im- 
beeility. 

She had been badly neglected in every phase of her young life. 
Apparently she had received no encouragement or constructive 
training whatsoever. She had bacillary dysentery, gonorrheal 
vaginitis, Vincent’s infection of the mouth, ringworm of the sealp. 
An early inflammation of the central nervous system, although not 
diagnosed, must be considered. 


This child responded to an improved environment even before 
she was able to recover fully from the disease conditions named. 
During a four-year period her I. Q. increased from 29 (IXuhlmann) 
to 97 (Stanford-Binet). 

It is felt that Nancy had the potential capacity for normal] de- 
velopment at all times. The suggestion is offered that her delay 











11. 





- 
mental response was d 
normal eare and traini 
ilting from a series 
tehworth Village 
iells, N. Y¥ 
| et, A Les Idées M 
Itard, Jea translated hy G 
: The Cent ( 
Doll, E. A.: The essentials 
Ment. Def., 46:214-219, ¢ 


Skeels, H. M., 


environmental stir 
] 


studies include a serie 


Skeels, H. M., and Dye, 
mentally retarded 


1939. 


vironmental in 
Bayley, N.: Factors i 
9th yearbook, Nat. 


Updegraff, 


McNemar, Q.: A critical 


Jelliffe, S. E., and White 


Lea and Febiger. 


ractors: 


GQ wWnpal 


i4/ 
t 
{ 
l 
Pt. 2s 
N 
i BM 
WV ¢ 19 
‘ 
ye 
lowa 
1 
" 
A t 





oO 


\ | ) lack 
red health 








PSYCHOSOMATIC CORRELATIONS IN MIGRAINE 


BY LEWIS R. WOLBERG, M. D. 


Re port of a Case 


In the course of treatment of a 28-year-old male with anxiety 
hysteria, migrainous attacks, which had occurred bimonthly for a 
period of 16 years and which the patient had completely dissociated 
from his phobie disorder, came to a dramatie and complete halt. 
It was possible to gain insight into the mechanism that precipitated 
and maintained his headaches. The case is presented as a contribu 


1 


tion to the accumulating literature’ on the psychosomatic cor 
relations of migraine and it contains some interesting psychody 
namie problems. 

The core of the patient’s difficulties was a neurotie character 
structure oriented around compulsive dependency with a need to 
cling to a maternal figure whose capacities and powers he greatly 
overevaluated. THlis self-esteem was diminutive and became under- 
mined more and more as he made himself increasingly subordinate 
and subservient to the person he adored. The urge to eling clashed 
with an irrepressible wish for freedom and independence. The re 

| sulting conflict generated strong feelings of hostility which he 
could neither acknowledge nor express because of interference with 
the dependeney drive. Never, he insisted, had he ever been really 
angry with anyone, nor could he even force himself to feel angry. 
Migrainous attacks were directly related to situations which pro- 
duced resentment and rage. 

The attacks began when he was 12 vears of age at which time the 
family moved from New York City to take up residence in Long 
Island. The patient resented this change because it uprooted him 
from his friends and companions. He hated the isolation of the 
the country and particularly the fact that there were few children 
his own age with whom he could play. He had migrainous head- 





aches on the average of twice monthly; sometimes they occurred 
every week. There were premonitory symptoms of depression and 
insomnia and occasionally he saw ‘‘sparks’’ and flashes of light. 


Pain would start on the left side then spread over the entire head 
after a few hours. During the height of the attack the patient would 
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‘confine himself in his room and would insist upon sleeping on the 
because the slightest movement exaggerated his suffering. 
ach attack was accompanied by nausea and vomiting. The dura 
n was from eight hours to two or three days. Many physicians 

re consulted, but therapy had little effect on the frequency o1 
severity of the attacks. 

The phobias for which the patient sought treatment originated 
when he was 18 vears of age. These consisted of fears relating to 
any situation in which he felt hemmed in and trapped, such as a 
losed room, an elevator or a train. As he grew older his phobias 
embraced any situation from which he could not escape immedi 
ately when he set his mind to do so. As a consequence his life be 
ame extremely constricted, and he was almost incapacitated in the 
attempt to observe a safe routine. His description of his emotions 
and phantasies when ‘*trapped’’ is interesting: ‘* When I feel I am 
in some place that I can’t get out soon enough, the first thought that 
comes to me is that something terrible is going to happen to me. 
Why should I have to wait? Why should | be hemmed in? The 
thought comes to me that I will go mad. I'll scream, I’ll pound the 
door if I’m ina room, IL’ll tear off my clothes. Mavbe I’ll lose my 
mind and go violent and get self-destructive. Maybe I'll kill some- 
one around me. Maybe I’ll go into a complete blank. The thought 
of being trapped is like doom itself. I want to batter my way out 
of the place. Yet I’m frightened because I might do something 
that’s really terrible. When I do get out of the place the first place 
| head for is someone who’ll be good to me and who’ll understand 
me. Sometimes when I’m in a position where | can’t get out on 
time | try to console myself with the thought: * When vou get out of 
this vou’ll be able to get to a person who likes you, who will take 
care of you as you are. It’s worth holding on so you ean later see 
this person.’ I then picture myself with this person being caressed, 
being protected, and I feel that I am lucky that anyone would 
bother with me in the condition that I am.”’ 

As analysis proceeded it became apparent that both his migrain- 
ous attacks and his phobias were rooted in the same situation of 
compulsive dependency. 


The patient was reared by a neurotic, hysterical mother, and a 
paranoid maternal aunt. He never knew the identity of his father, 
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and he suspected from earliest childhood that he might be an 
adopted child. Whenever he broached the subject of his paternity 
to his mother, she warded him off with a display of temper. Both 
the mother and aunt were threatened people struggling with the 
fear of the dark and with panicky feelings whenever they were 
alone, They impressed upon the patient over and over again the 
menace and danger of the outside world along with the need to 
keep aloof from people. His mother exposed him to a domineering 
form of overprotection. She hovered over him incessantly and 
showered him with indulgences whenever he conformed to her will. 
When he rebelled, she utilized techniques ranging from rage to mar- 
tyrdom to force him to comply. Until well into his juvenile period 
she looked after him as though he were a small child. She aecom- 
panied him to school and back home again to protect him from fan- 
cied kidnapers and bullies. She was fearful lest he fall, or get run 
over, or injure himself. She refused to permit him to play with 
children in the neighborhood unless she were stationed nearby to 
supervise matters. She refused to buy the boy a bicycle because 
exercise might make his legs too thin, nor could he have roller 
skates for fear he might fracture his extremities or skull. He was 
dressed in Lord Fauntleroy clothes and forced to accompany his 
mother and aunt wherever they went whether on visiting or shop- 
ping tours. Despite his overprotection he received little real love 
and affection. He could never remember being kissed or wanting 
to kiss his mother. 

In fantasy the boy retained a strong desire to play with other 
children, to be like others, to be independent and free. He often 
imagined himself in his daydreams as playing with other children 
and doing the same things they did. He watched them play out- 
doors from his window, and he was envious that their mothers per- 
mitted them to do whatever they wanted. He believed that eventu- 
ally he would have a brother and sister to play with. He often 
wished he were an orphan and had no parents to answer to. ‘*No 
being on time, no having to go to stores, no going out to visit, no 
being forced to do everything they wanted me to do. I thought it 
wouldn’t be too bad if they did die. I visualized them as dead. 
Then I had no one to answer to. But then they would say: ‘You 
ought to be glad we are here to take care of you. Some kids have 
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no mothers.’ I’d say to myself they are lucky not to have a 
mother.’’ He never expressed these wishes openly, and he con- 
formed to the dictates of his mother although he resented her whin 
ing, complaining attitude. 

When he was nine years of age, he would run out of the house to 
play whenever he got the opportunity. He felt inferior to the other 
children, and he tried to bribe his way into their company with toys 
or candy. Between the ages of 11 and 12 he started making real 
friends with the little boys and girls in his neighborhood. For the 
first time in his life he was happy in the realization that he was ac- 
cepted and loved. However, when, at the age of 12, the family 
moved trom New York City to a little town on Long Island all his 
fun ended. ‘*] was among people who were different. If I could 
have continued in New York, | would have gotten along better. | 
went into a rut out there on the Island.’’ The change was appar- 
ently a very traumatic one and throughout the analysis the patient 
kept referring to it as the turning point in his life. 

The next seven years were characterized by a struggle between 
his feelings of obligation toward his mother and a desire to have 
friends and to find pleasures outside of the home. His mother re- 
sented his leaving her even for a short time, and she constantly re- 
minded him that she had devoted the best years of her life bringing 
him up, and that she had sacrificed much to provide him with com- 
forts that other children did not have. ‘The patient was obliged to 
live a dual life concealing from his mother that he had friends and 
interests away from home. At the age of 15 he engaged in an ado- 
lescent love affair to the horror of his mother who exhausted her 
repertoire of tricks in a vain attempt to break up the affair. Out 
of a sense of guilt the patient tried to act very much more devoted 
to his mother, and he attempted to convince her that his interest in 
a young lady need not interfere with his obligations toward her. 
lis love affair terminated three years later when he disovered that 
his girl had been unfaithful to him. 

This discovery was extremely disturbing. ‘‘] lost my belief in 
people when she did that to me. I lost my respect for women. Be 
fore that happened I thought that there was no one like her. | 
never trusted her after that. Before, | had her on a pedestal. 1 fig- 
ured the reason she did that was that I had no job and couldn’t take 
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her places the way the other fellows did. The life we led was mon 


otonous. It | would have been working and hada job I would hav: 


] 


married her and this wouldn't have happened. | blame it on to m 


people for not letting me get away.’’ The situation was directh 
linked up with his first attack of anxiety. 
At the age of 19 he felt he could no longer stand being at home 


and, against the wishes « 


f his mother, he applied for a job in 
a place 20 miles from jis home. For the next four years he sul 
fered trom feelings of loneliness coupled with a desire to have 
someone close to him at all times. He had nightmares of being 
trapped and of being in places from which he could not escape. 
So long as he avoided situations where he felt hemmed in hi 
experienced no anxiety. But as the years went by his feelings ot 
emptiness and fear of being alone increased. He visited his family 
at least every other day, but this did not appease his sense of deso 
lation. 

In 1925, at the age of 22, he met and wooed a graduate nurse 
who was employed in a nearby hospital. In her he saw a haven 
for his problems. lle beheved that 1f she would only love him 
sufficiently and look after him he would get over his feelings 
of loneliness. Thrilled at the prospect of having someone to 
eare for him he proposed marriage and was accepted. On the day 
of the marriage, however, he was suddenly seized with panic. He 
felt trapped and could hardly restrain himself from jumping out 
of the church window. ** When the final vows were completed, I felt 
as though | was being locked up. I never got over the feeling of 
wanting to be single, yet I couldn’t live without my wife. I needed 
her. I needed to know where she was every minute.’’ 

Subversively he had kevs made to fit the locks in the places 
where she worked so that he could get to her without waiting, in case 
he needed her. Whenever he went anywhere she had to accompany 
him. He resented her visiting and even talking to anyone else. 
When at home he would insist upon pulling all the shades down as 
if this would eliminate the rest of the world and bring him closer 


to his wife. He had an irrational urge to follow his wife from room 
to room because of panicky feelings when she left him. At night he 
had nightmares all concerned with the theme that his wife walked 
out of the house leaving him alone. He would wake up with a start 
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and touch his wife to reassure himself that she was there. When 
she preceded him to bed he would make sure she was asleep before 
roing out for a walk, but never did he go so far away that he lost 
sight of the house. Even then the thought that his wife might have 
walked out of the back door would cause him to run home to reas 
sure himself that she was in bed sleeping. 

(ne morning after a sleepless night he awoke and found that his 
vife had left the house. She had failed to tell him she was going 
uut. He was seized with a severe attack of anxiety. He dressed 
himself quickly and rushed around town looking for his wife trying 
hard to appear nonchalant. When he finally found her in a grocery 
store, he could seareely conceal his tears of relief mingled with in 
dignation. When the wife asked to go to Atlantic City to visit her 
mother for a day or two, he felt that the bottom of the world had 
dropped out. He begged her not to leave him, but when she insisted, 
he finally consented to let her go. **I drove her to the station, but 
refused to see the train pull away. <As | drove away I suddenly 
hecame very, very nervous, melancholy and depressed. I felt pan 
icky. IT quickly turned the car around and headed back to the sta 
tion. | arrived just as the train did, and my wife came to the ear. 
[ told her how I felt and begged her not to leave me. She stayed, 
hut the experience left me shaky and fatigued.’ 

The extraordinary nature of the patient’s dependency was cor 
roborated by an interview with his wife who stated: ‘*He prac 
tically wanted to swallow me. I had to be around him every min 
ute. He was jealous of every minute I spent away from him. When 
[| went away to visit my mother for a day I could see him tremble 
like a baby. He’d even whimper and beg ine not to leave him. He 
insisted on going with me everywhere and refused to be alone a 
minute. ”’ 

The patient’s marriage seemed to magnify his phobias and his 
inigraine, and he developed anxiety unrelated to any specific situa 


tion. To appease his anxiety he exploited his dependency on his 


wife more and more. His attacks of anxiety became more exag 
gerated as time went on, and he finally applied for help to a gen 
eral practitioner. Weekly visits continued for a period of three 
vears, and he often begged to be assured that if his suffering be 
came too intense he would be given a hypodermic in order to be 


JAN.—1945—E 














66 PSYCHOSOMATIC CORRELATIONS IN MIGRAINE 


‘*knocked out.’’ He insisted that he could not wait in the anteroom 
because he had a feeling of being trapped. He wanted aid imme 
diately upon coming to the office, and the doctor gave him the spe- 
cial privilege of coming in at the side door at any time of the day 
or night. Although the patient did not use the side door, the 
thought that he could run to the doctor and be with him immedi 
ately was of great comfort to him. 

Shortly before he started psychiatric treatment the patient’s 
wife insisted upon a separation. He refused to grant this. She 
finally left him, and her desertion reduced him to a state of prostra 
tion. He felt helpless, alone, unloved and unwanted. He became 
capable of functioning only when a friend of his wife made gestures 
of friendship toward him, and he grasped at her like a drowning 
man, very soon entering into the same kind of relationship with 
her as he had with his mother and his wife. 

During treatment it became apparent that his character structure 
of compulsive dependency undermined his self-esteem and created 
tremendous resentment and hostility that he turned onto himself. 
The depth of his hostility, and the strong need to repress hostile 
manifestations were indicated by the obsessions which horrified 
him when he lived with his wife. These thoughts were to the effect 
that he might do something terrible to his wife, like kill her. It 
would be an effort to keep from screaming and from smashing 
things up. ‘* Underneath I felt terrible that I hated her real deep, 
but I couldn’t express it, because I felt no one else would be inter- 
ested in me. [It was because I felt 1 didn’t amount to anything. 
Ideas would flash across my mind that I might walk in my sleep 
and possibly plunge a dagger into her heart.’’ Consciously he 
never permitted himself to lose his temper with his wife. He con- 
doned everything that she did. Nor was he able to offend any other 
person because the idea occurred to him that he would not be able 
to ask these people for a favor or for the use of their company if 
and when he needed them. 


He forced himself to act overly nice to the woman who succeeded 
his wife because he felt he could not live without her. Attacks of 
migraine occurred regularly, and it soon was apparent that many 
of these attacks followed episodes during which he had been obliged 
to swallow his resentment. For example, on one occasion his girl 
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nsisted on going to New York City to see her mother off on a boat 
» Ireland. He feared going to the city lest he be trapped in a 
trallic jam. Yet he did not want to stay home alone. He hated him 
self for feeling so helpless. He was afraid that something catastro 
phic might happen to him if he remained away from his frend. 
Consequently he made himself accompany her. It took much effort 
» conceal his tension and excitement. Inwardly he burned with 
ndignation that she had foreed the situation on him. On the way 
home thoughts came to him that he might scream out hysterically 
and be hospitalized. The end result was an attack of migraine 
which lasted for several days. Following this episode he begged 
his girl never again to force him to go to the city against his will. 

Qn another occasion he could not start lis car in the morning to 
vet to work. He was overwhelmed with a feeling that something 
dreadful would occur unless he could get away immediately He 
felt trapped and at the merey of his car. At the same time he 
hated himself for needing his car as much as he did. He knew he 
could not leave his car and that he was completely powerless with- 
out it. He had an impulse to smash the motor with an axe but his 
need for the car was so great that he reprimanded himself for the 
impulse. The result again was an extremely severe attack of mi 
graine. Associations to this incident recovered a repressed mem 


ory of an event that had happened when he was four vears old. At 
this time he was being held by his mother in a basket shaped swing 
which was designed for infants. He wanted to play in one of the 
larger swings, but his mother declared he would hurt himself if 
he did this. She even insisted upon restraining him in the baby 
swing when he tried to swing higher. ‘*I wanted to be in the big 
ver swings, but my mother wouldn’t let me. I screamed and yelled, 
hut she held me there. She told me if I velled she would take me 
home. Then I had an awful headache and I vomited.”’ 

Six months after treatment began, he got an inkling of insight 
into the consequences of his dependency and he was suddenly seized 
with suspicion that his girl was not the creature of perfection and 
eodliness he had imagined her to be. He could not understand why 
he had hitherto vielded to all her wishes. One of her idiosyncrasies 


was a fear of crowds and even smaller groups of people. As a re 
sult she prevailed on him to spend all of his time with her alone. 
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While he welcomed being close to her, he rebelled inwardly at his 
confinement. Secretly he nursed a desire to visit a local dance hall 
to drink beer and to mingle with other people. He also had a hid 
den desire to go out with other women, but he had never dared to 
do this for fear his girl might discover his philandering and leave 
him. When he revealed his seeret wishes, he experienced a great 
release of indignation, but then he chided himself for even thinking 
of going out with other women, 

Several weeks later he got enough courage to embark on a dati 
secretly. The aftermath was a feeling of guilt and a conviction 
that his girl would surely abandon him. He would have liked to 
have continued his newly-found friendship, but this he believed 
would be too perilous. lHle resented having to give in and the re 
sult was another migrainous attack. It gradually dawned upon 
the patient that he was missing much in life merely because lhe 
found security in the company of his girl. He began to resent her 
possessiveness. or the first time he felt openly hostile toward her 
and he believed himself justified. Intense feelings of hostility were 
also directed against his mother and he decided he would not visit 
her for a while. 

Two weeks later, in response to a frantic letter, he visited his 
mother. She chided him for staying away so long and insisted that 
he spend the night at her home. When he told her he could not do 
this, she became furious. He stormed out of the house and rushed 
back to his girl begging her to accompany him to a local bar for a 
much needed drink. She refused to do this and to his surprise he 
reacted with a speech which proclaimed the fact that he had cer- 
tain rights and that she was interfering with these rights. One word 
led to another and finally his girl shut the door in his face. Indig- 
nantly he went to the bar alone. He could not enjoy himself, how- 
ever, because he believed he had done something outrageous. He 
slept fitfully during the night and could searcely wait for morning 
to telephone. His friend upbraided him severely and pronounced 
their affair terminated. Despite his pleas she refused to see him 
and he finally had to force himself on her. His apologies were pro- 
fuse and he begged her to take him back, promising to do anything 
she wanted. She yielded, exacting from him a promise never to re- 
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peat the performance. ‘‘I telt all upset inside. As soon as | left 
her, my migraine started—a terrific headache that started around 

y eyes. And then the vomiting. I felt I had nowhere to go and 
no one to talk to. I was entitled to the diversion especially since | 
rot so upset last night, but as soon as she threatened me I saw that 
| was going to have to swallow my pride and chase after her. | 
started to ery like a baby and | told her I wouldn’t do it again. I 
don’t like the idea of giving in, but I wouldn’t have if I didn’t have 
the need for her, because if she leaves me | won’t have anybody to 
talk to and feel secure.’”’ 

This incident was the turning point in the patient’s treatment, 
for he could see clearly how his resentment had been turned upon 
himself and had resulted in migraine. He came to realize more and 
more that his relations with his girl were interfering with what he 
really wanted from life. He became increasingly self-assertive and 
as his dependency ties dissolved themselves he found it possible to 
function under his own power. He became capable of feeling and 
expressing resentment, and soon his migraine stopped completely 
as did his tension and his free-floating anxiety. 

It is interesting that his migraine vanished before he gained in 
sight into some of his deeper problems. lor instance it developed 
later that he had narcissistieally overevaluated his own penis and 
was deeply concerned with possibilities of its loss. He had com- 
pensated for this by heterosexual overindulgence to the point of 
satyriasis with incomplete pleasure gratification. Ile was also 


plagued by attacks of priapism. Sexual intercourse symbolized for 


him a means of fusion with a love object, but, at the same time, it 
signified a dangerous situation that might result in his castration. 


SUMMARY 


A case of migraine is presented which illustrates the need for a 
thorough dissection of the character structure in psychosomatic 
problems, in order to determine why hostility is being generated 
and why it cannot be overtly expressed. It is possible that where 


ee 


migraine ‘*burns itself out’’ with advancing years or where a spon 


taneous cure develops that the character structure has altered it 


self so that hostility is either diminished or its outward expression 
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REPORT OF ANALYSIS IN CONJUNCTION WITH CONVULSIVE 
THERAPY 


BY ELSWORTH F. BAKER, M. D 
THE PATIENT 
The case to be reported here is that of a single woman of 27, 
diagnosed psychoneurosis, mixed type. Her analysis consisted of 
123 sessions of 80 minutes each. During the period of the last 37 
sessions, she received 18 injections of metrazol. The treatment to 


be reported here was administered at the New Jersey State Hos- 
pital, Marlboro, N. J. 


FAMILY HISTORY 
Nothing is known concerning the patient’s grandparents. The 
father was 59 vears of age at the time of her treatment. He was un 
stable, talked to himself, and was definitely abnormal. The mother 
was 61, very overprotective and ‘‘peculiar.’’ There were no 
siblings. 


PERSONAL HISTORY 


The patient was a normal birth, but suffered from convulsions 
frequently as an infant for a period of one year. She had tan- 
trums and was thereupon allowed to have her own way. The child 
was never allowed to play with other children but was kept by her 
self in the house. She completed grammar school and then was 
sent to a private school at her mother’s insistence, since she had 
heard that men were attacking girls at the public school. She has 
always led a very sheltered life; and during her college career her 
mother would take her to college and call for her at night. She 
never participated in any of the school activities and had no inti- 
mate boy friends. She was an honor student but remained out of 
work for four years after graduation and then took a course in 
stenography and typing. She at last obtained a job as typist for 
an official court reporter but held this for only six months when 
she was forced to stop because of her illness. 

As a young woman, she always made her home with her father 


and mother, and at home was ‘‘never allowed to do anything.’’ She 














never washed a dish or made her own bed, or lit a fire. Finally, 


2 ANALYSIS IN CONJUNCTION WITH CONVULSIVE THERAPY 


she grew to be very demanding of her mother and expected her to 
do everything for her. 


Early Events 

The patient remembers playing the piano by ear at the age of 
four. She says she could play all the hymns she heard sung and 
recite all the books of the Bible. When she was six her grand- 
mother locked her in the closet because she made a noise when her 
father tried to sleep. As a child, she had an intense fear of dogs 
and would even run in front of automobiles to get away from them. 
She savs her mother used this as an exeuse to take her to school. 

At the age of eight, the little girl stole a piece of chalk. A boy 
told the teacher, and she denied having it, then let it fall to the 
floor. She was foreed to remain after school. On various ocea- 
sions, she stole money from her mother’s pocketbook. Then, an- 
other time, she complained to the teacher that a girl had taken her 
hlotter when the girl really had not done so. She had placed the 
blotter in this girl’s desk and found it when the teacher let her 
search. At the age of 12 while at a girls’ club, she passed flatus 
with noise and everyone made fun of her. She said, ‘*I never got 
over this and many a night I groaned thinking about it. I used to 
hear my father do it and got very angry.”’ 

The patient said: ‘I like to see children hurt. When I taught 
for a while in a private school, I would hold them on my lap, and 
also beat them to see them hurt. I took one boy by the throat and 
choked him when he annoyed me. When small, I used to hit myself 
with a hair brush or coat hanger or ruler to see if I could make my- 
self black and blue in order to see how hard my father must have 
spanked me when he made me black and blue. I would read over 
and over letters in Vox Pop from girls between 13 and 19 who com- 
plained of their parents spanking them. Then I would go to my 
room, take down my bloomers, look at mvself with a mirror and 
spank myself real hard and live through the experience of the 
girls. One time T had a peculiar feeling in my rectum, as though 
a lot of white material rushed out of me. I got frightened and 
stopped, It might have been leukorrhea. (Orgasm.) 
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‘*] can remember mother constantly opening the tront door to 
see if I were out front, and during the infantile paralysis epidemic 
she would not let me out of the vard. She and my grandmother 
always threatened to tell my father things | had done. He would 
usually sympathize with me, and my grandmother complained that 
he thought the sun rose and set in me. She told me that I was 
wicked because I would want my own way, and quite early in life | 
got a fear that I would never go to heaven and was very frightened 
about it. When ] was 12, I had pneumonia and was afraid I would 
die and go to hell. I was always worried about my looks and think 
that I am just plain ugly. I always had a lot of trouble with con 
stipation. 

‘‘When I was 12 years old, I was very embarrassed when my 
mother insisted on giving me a bath. I begged and fought, but my 
father forced me to give in. My mother continued to do this for a 
long time, and I finally lost my modesty. One time, I rebelled and 
threw water on her and she stopped. I always craved friends but it 
never seemed possible to have them. When I was young I used to 
bribe the children to play with me by bringing out my toys, but 
they would want to play at their own doors and my mother would 
not let me go there. This gave me the idea that I was peculiar even 
when very small, and when I talked to the other children they were 
not interested, so I became very self-conscious. 

‘*T hated to express my emotions in front of anyone and always 
wanted to appear calm. I daydreamed of marriage but now I don’t 
know what I would want. My chief interest has been music and | 
wanted to be a church organist. Music was very easy for me. | 
plaved by ear before I took lessons. I also sang in the choir but I 
was too bashful. I was always very nervous before playing but 
after it was over I wanted to repeat it, and after | would go home | 
would repeat the piece and picture the applause. I always dreaded 
walking to the piano and away from it but once there I got lost in 
the piece. I have always been very shy and felt that I was not like 
other people. Children did not like me and made a butt out of me. 
My clothes were different. I had to wear high shoes and heavy 
stockings, and the girls made fun of me, but mother made me wear 
them just the same. I did not dare get angry because I was afraid 
of my father.’’ 
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Relations to Parents 

The Mother. The girl ied a life, tremendously sheltered by hei 
mother, although she used to fight frequently with her and the, 
have struck each other. She says: ‘tI was completely dependent 
on my mother. She would tell me how to sleep and would put a 
blanket up to keep the sun from shining on me and shut the window 
in the mornings before I got up. The whole house revolved around 
me. | always wanted to run my foot over her face, but she would 
not let me. And yet, I always envied other girls’ mothers because 
mine was so old. I complained to her that she did not menstruate 
like other girls’ mothers. Once she told me she wished she had 
remained an old maid, which made me angry because I thought she 
would be happy that she had me. 

‘*Many times | wanted to kiss her and would beg her and pull 
her over and kiss her. Since my illness I have not wanted to, and 
she falls all over me. I have always wanted sympathy. When | 
was 11, I called her a whore and she cried. When I was in my 
twenties I used to kick and slap and throw things at her, and she 
would kick and spit at me.’’ 

The Father. **1 have always been afraid of my father. Every 
time I went for a walk with him I was afraid he would put me in a 
welfare home. When I was 10, | misbehaved and he wrote to m) 
music teacher and told her I could not have any more lessons. 
Mother had some share in making me afraid of him. The whole 
house seemed to treat him with such awe. As I grew older I hated 
him, and yet | went out with him and wanted to like him, but would 
not allow myself. I was always glad when he went out for the eve- 
ning. When I was 10, he struck me in the face and made my mouth 
bleed, and then he spanked me because I had kept moving when my 
grandmother curled my hair. I showed him my mouth, and he 
spanked me again. I never forgave him. My neighbors said that | 
would come out of the house saying, ‘I hate my mother and father.’ 
| don’t remember including my mother. I used to worry what I 
would do if anything happened to her. When I was four years old, 
my father slapped me for putting one shoe on top of the other. | 
haven’t kissed him in seven years, but I resented it when anyone 
else found fault with him.”’ 
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Serual History 


She was always interested to know where she came from and fre 
juently asked her mother whether she were an accident or if she 
were planned, The mother told her that she had an evil mind. When 
she was 11 vears old, a girl told her that a man urinated in the 


womb. She admitted masturbation, but did not know when she 


started and asserted that most of the time she must have mastur 
hated in her sleep. 

She said: ‘** When I menstruated | would get it on my fingers, so 
that I knew I must have masturbated. | never masturbated as a 

ld because my mother watched me too much. When I was older 
| put my fingers at the sides of my legs, and in the office 1 would 
twist my fingers around in front of my rectum. I have mastur 
bated for years but never in bed. | enjoyed menstruating because 


1 


there was such a fuss made over it. When I started my parents 
told me not to tell anvone, but I told a lot of girls who did not know 
about it before, and showed them my napkins. My mother was al 

ways so elated when I menstruated. I used to put the napkin to my 
nose and tell her that I liked the odor. I said I lost the blood from 
every part of my body. 

‘*Mother always had a morbid fear that | would be attacked. 
When I was 17, a boy said: ‘You have nice hot legs;* and he tried 
to kiss me. The same summer, a minister, 60 years old, put his 
hands along my neck and chest and told ine that he loved me. He 
also put his hands under my arm. QOne day, he invited me to the 
back of the office where | was working and grabbed me and kissed 
me on my mouth and put his hands up my clothes. I went home 
erying and told my mother. I was not allowed alone after that. 

‘*T was always very interested in getting information from my 
mother about married life. She was disgusted and said neither of 
them were sexy and she would be ashamed to be that way. I asked 
when they stopped having intercourse. I can’t tell you how my 
father must feel without crying. He got little satisfaction out of 
my mother. He got it all out of me. I asked my mother how peo 
ple would have intercourse the first night they were married and 
the position they would use. A colored fellow on the freight ele- 


vator at college would smack his lips as I passed.”’ 
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She said, ‘*‘ When I was quite young on one occasion my father 
spanked me, and because | thought it unfair I developed a sexual 
feeling. Then whenever I saw a child spanked I got the same feel 
ingagain. (Cf, Freud, ‘A Child Is Beaten.’) | would like to lie in 
bed and imagine I was spanking a child just to bring on this 
feeling.’ 


Relation to Homosexuality 


“When [ was 13 vears old I had a crush on a colored waitress 
and even corresponded with her all one winter. I have had numer 
ous crushes on my teachers, even during my twenties. When | was 
15, L had a wild crush on the soprano at my church. 1] used to play 
for her. She gave me sex instructions. She was wild and was put 
out of church. She had been married and had two children. | 
never trusted her nor considered her sincere and thought that she 
could not be true to anyone, yet my biggest joy was to play for her 
and to hear her sing. When I was 18 vears old I had my picture 
taken with my arms around her, and kissed her. I have had an 
awtul lot of crushes on girls in my day and all the people I was 
fond of were singers. At no time did we have any sexual play.”’ 


Fantasies 

‘*When I was 13 years old I used to have many imaginations. | 
would go to bed early just to indulge in them and finally I would 
indulge in them in the daytime. 1 imagined I had younger broth- 
ers and sisters and would picture coming from high school and have 
them come running to meet me. They thought a lot of me. I was 
the oldest and was helpful to my mother, but I always pictured 
someone else as my mother. I would go through the process of 
giving them baths or wheeling the baby carriage and go to the 
store. J] was a great helper. I kept up these fantasies until I de- 
veloped my mental illness. I was never cruel or harsh to my broth- 


ers or sisters. I would imagine being away from home and being 
married and writing letters to them, and they would write to me. 
I actually wrote the letters. 

‘*One of my latest fantasies was that my father was a minister 
and had a lot of children. JI would picture myself getting married 
and going through the ceremony. As I grew older and imagined 
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these things I would develop a peculiar sensation in my rectum, a 
sort of contraction. I got frightened that I was carrying it too far 
and was becoming sexually perverted, but | could not stop. It be- 
came an obsession with me. My father would think it terrible if 
he knew. I can’t even say everything to myself. Once at the uni 
versity I wrote a letter to an advice column describing my brothers 
and sisters and how I took care of them. It was so good they put 
the letter in the paper and wanted to photograph the family. I al- 
ways wished that I were a twin and in the letter said the twin had 
never helped me. When I was 24 years old, I wrote saying I was 
married and had three children and had no parents but had two sis 
ters, 16 and 14. One night, one of my sisters came home late and 
| spanked her. I wanted to know if I had the right. I used to fan 
tasv another girl in the class being my twin sister and we were very 
affectionate and were never separated. | also would fantasy being 
the younger sister of one of my teachers.”’ 


ONSET AND SYMPTOMS OF MENTAL DISORDER 


The patient relates the beginning of her illness to the time when 
she was 14 vears of age. At that time, she developed the idea that 
some day she would end her days in an ‘‘insane asylum.’’ She had 
always been told she was exactly like her father, and one day when 
she was 14 she heard him talking to himself at the table and she 
thought that both of them were ‘‘insane’’ and felt that she could 
not help herself. Since then she has been more or less depressed 
but especially so since the age of 20. She declares she has thought 
of suicide all of her life but never has had the nerve to attempt it, 
and says that her religion does not allow it. 

Her severe symptoms developed about three months prior to her 
hospitalization when she was forced to give up her work, having 
suffered a collapse at her job. She could not type or concentrate, 
hecame highly nervous, began to write to her friends that she was 
roing crazy, refused to eat, and believed that she had stomach ul- 
cers. She did not wish to talk and would either stay in bed or sit 
in a chair and stare into space. She cried a great deal, complained 


of vague headaches and pains, stopped playing the piano and lost 
interest in everything. The patient wrote a note saying ‘‘they”’ 
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would find her at the bottom of the lake, although she made no sui 
cidal attempts. She felt God was punishing her because she had 
never done anything worth while in her life. She said she had a 
creat desire to let herself go, an intense urge to masturbate and be 
lieved she did so in her sleep. She wanted to become ‘‘insane’’ and 
remain so in order to escape her troubles and even tried to induce 
hallucinations without success. She tired easily, said she was al 
ways more or less tired, felt **full’’ all the time, and occasionally 
had palpitation, especially after getting into bed. She was unable 
to sleep and was very constipated. She did not believe that she 
could be helped and preferred to spend her days in a mental hos 
pital rather than at home where her friends could see her. 

The voung woman’s father said that every time she met with a 
reversal or disappointment she would develop symptoms. Three 
vears before her admission, he wished to move; and she developed 
a severe crying spell, remained in bed and refused to eat, persisting 
in this until she had her own way. She had a second similar spell 
one vear before admission when she was disappointed in not receiv 
ing a job. 

At the time of her admission she complained that her mind was 
completely gone and that she was returning to an infantile state, 
‘fas a psychiatrist had told her she would.’’ She said she could 
not grasp anything and wondered how much longer she would know 
anything at all and so she kept trying to test herself out. The 
thought of getting better never occurred to her and improvement 
seemed remote and impossible. She said, ‘*I have so many doubts 
and suspicions, | don’t know if | would be willing to put up the ef- 
fort to get well.’’ She also said: ‘*When I began to break I felt 
that I had heen very wicked because of all the times I had sworn 
at my mother, and struck and kicked her. It seemed worse because 
I had gone to church and should have known better. I wondered if 
[ had gone to church through fear and if I plaved the organ just to 
show off.’’ In the hospital, she showed very little interest in her 
surroundings and could not be made to apply any continued effort 
at an occupation. She preferred to remain in bed, but kept herself 
tidy and ate voluntarily. 
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ANALYSIS 

In spite of the fact that this patient protested she was not willing 
to put up any effort to get well, she retracted her notice to leave in 
order to be analyzed and waited a month for the analyst to return 
from his vaeation, although, during the analytic hours, she com 
plained about her hopeless condition and complained that she was 
able even to worry about it, which seemed the worst part of it. 
She said that she wrote her release and kept it in her drawer so 


that if she got to the state where she did not know what she was do 
ing she could still get out of the hospital, and she made arrange 
ments with one of the other patients to tell her every day that she 
could sign herself out. She constantly tried to convince others that 
she was hopeless, felt sorry for herself and said that she got satis 
faction doing it. She made several foolish little attempts at suicide 
when she knew very well that she would never carry them out. 
They were such things as putting the covers over her head and 
closing the window and stopping breathing momentarily; and she 
would make slight attempts at strangling herself. On one occa 
sion, she put her head in the bathtub for a few seconds, 

She said: ‘‘I decided I did not have the courage to live nor the 
courage to die and thought this was the worst kind of despair. ] 
keep feeling more dead all the time. I would like to have a magic 
wand waved over me. I used to picture myself getting well like 





that, and wished that I were a case for shock therapy because they 
don’t have to take part in getting better.”’ 

At the fifth analytie session, she said: ‘If I said the thoughts | 
have I couldn’t look you in the face again. I would run and hide. 
They are so awful. I had them in July, Shit! I kept thinking it all 
the time. I got so I kept asking myself if I were eating it. [had other 
thoughts. God is shit and shit is God. Jesus is shit and shit is 


Jesus. (Cf. Freud, discussion of paranoid condition.) Even when 


I went to church I said it was coming out of people’s eves. My doe 
tor told me to keep saying over and over, ‘I will be all right;’ and 
[ would say ‘T will,’ and then I would add something ridiculous, 
like, ‘I will pee.’ Another word that bothers me is ‘fuck’ and ] 


don’t even know what it means. Two years ago, when playing ana 
grams with my father I built it and asked if it were a word. He 
said it was a bad one.’’ 
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The patient frequently expressed a hope that we could find a phy 
sical cause so that she could be treated more easily and said, ** It is 
so long since | have had a normal thought I wouldn’t recognize 
one.’? She developed a fear that she would get worse and be trans 
ferred and get syphilis and then take it home to her mother and 
father. She took on symptoms of other patients, walking like one, 
rubbing her hands and pacing the floor like another. She was al 
lowed to go home for the week-end and said that everything looked 
strange. Almost daily she complained of being hopeless and get 
ting worse. This was, however, not borne out because she did be 
gin to work on the ward and took more interest in her surround 
ings. She said that she went to bed every night intending to 
smother or strangle herself. 

She said: ‘‘At home many nights before I would get in bed |] 
was afraid | would be driven to go downstairs and get a hammer 
and kill my father. I had so much against him. I was also afraid 
he would kill us. He talked to himself and annoyed me. When |] 
sang in the choir I was afraid I would suddenly go crazy and jump 
over the rail. After reading a book in which someone was killed | 
knew that was what I wanted to do. I got very calm for an hour 
and figured I would go violently erazy that night and choke my 
mother. I told her about it but she was not afraid. Before I had 
my breakdown, I never thought of killing my mother, but I did my 
father. Fora number of years I had such a fear that he would kill 
my mother and me that I wanted a lock on my door.’’ At the four- 
teenth session, the patient declared that the ‘‘full’’ sensation in 
her stomach disappeared while she was at home and was present 
only when she was in the hospital. When she went out walking 
she planned on being run over but in fact was really more than 
eareful. She said that names and hymns would go on indefinitely 
through her mind, and she sang, ‘‘She’s a Young Thing and Cannot 
Leave Her Mother.’’ She said that just at the beginning of her 
onset of symptoms she had a period in which something seemed to 
scream that she was wicked so loud that she wondered why people 
around her did not hear it. One night, she begged her mother to 
get out of bed and said that in five minutes she would be ‘‘ violently 
insane’’ and would kill her. She would stand and look in the mir- 
ror and note how expressionless she was. She thought she was be- 
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coming like an idiot and said, ** | would rather be blind than be like 
this. (Castration for guilt.) I was always satisfied with my eyes. 
She came without her glasses so the analyst could see her eyes.) 
My life is ended. I don’t want to come up here but when | don’t 


| feel worse. I worry what would happen to me if you got sick.’’ 

She cried occasionally during her analytic hour. At the same 
time, she would tell how at home she could beat her mother at vari 
ous games. Coming back from one week-end, she said, **] didn’t 


speak to my tather and put a knife to my wrist to torment my 
mother,’’ but at last admitted that the piano at home seemed 
normal. 


ng round-shouldered. | 


At the same time, she said: ** I am gett 
am going back to foetal stage. I seem to be living in a world of my 
own, shut up with myself. I often hear my name called and see 
mice in the room and people look in my door when I know that they 
don’t. I get the same funny feeling in my rectum that I used to 
ret but I derive no pleasure from it. It makes my heart beat fast 
and I feel that I have contractions. I used to wet the bed and wet 
my pajamas during my *teens. I want my mother’s sympathy. It 
makes me sad to think my father can go on living and be interested 
in things while I am here. I want both my parents to realize the 
tragedy of it.’’ 

At the seventy-eighth session she said, ‘*I sat on rn mother’s 
lap. I wanted to come here last summer because | was afraid ] 
would kill her. Before I had my breakdown, I never thought of 
killing her, but I did my father.’’ At the time of the eightv-second 
session, her father was killed by a train, possibly a suicide, follow 
ing which she said, ‘‘I did hate my father and his death hasn’t 
changed me. Iam less afraid to go home. J won’t commit suicide 
and leave my mother alone. When I first got sick 1 was tender and 


] 
} 
} 


affectionate to my mother, then I began to be afraid that I would 
kill her.’’ 

At the eighty-sixth session, the patient had been started on met 
razol convulsive therapy. Following her first injection she said, 
‘*When I came out of metrazol my first thoughts were of my father. 
[ tried to think of the day he was killed. (Her analysis continued 
while she was under metrazol treatment). When I was home | 
noticed how lonesome it was around the house without him. I was, 
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however, able to read a book and be interested in it. This morning 
| had a real feeling about my father’s death and I cried. My mind 
is better | am sure of it. [am foggy in some respects, since I have 
forgotten the date of my father’s death.’’ She cried frequent), 
when talking about her father. She said that she could picture him 
in her room dictating to her. At the same time, she spoke of how 
much easier her work seemed at the hospital. 

Previously, she had constantly had the symptom of believing that 
she had an obnoxious odor. After the sixth injection, she said, 
‘*My pajamas do not appear to smell even though I wet my bed 
during the treatments. More and more, I have feelings in regard 
to my father’s death. | am feeling better and more interested. | 
am even able to forgive him the spanking he gave me. I am begin 
ning to care how | look. I can read. I worry about my mother be 
ing home alone and the last time I was home I told her to be careful. 
[ am giving her orders instead of getting them. I think my father’s 
death has helped me more than the metrazol has, but I am willing 
to have his death in order to get better. I am so selfish.’’ 

‘The young woman began to realize her deeper feeling toward het 
mother. She said that she thought her mother was worse than she 
was and added, **I can hardly stand to look at her. I don’t want 
her to go on the ward for fear the others will see her. I used to 
want to kiss her and beg her and pull her over to kiss her. Now |] 
don’t want to and she just falls all over me. I have pictured get- 
ting ready for her funeral and would try thinking how she would 
feel if I died.’’ She realized her great dependence on her mother 
and also the hopeless situation of trying to change her mother and 
then began to worry about something happening to her. But she 
told her to go to hell when she visited her at home. She said, ‘* My 
mother thinks | am worse now because I stand up for my rights. 
My mother won’t let me break away from her. You don’t know 
her.’’ She said, ‘*I realize that I developed a (my) neurosis as an 
escape from my mother’s domination and I realize that my mother 
is mentally ill. I have no respect for her. She says that I would 
never find another mother like her. I should hope not. She has 
two dumb brothers but gets furious when I tell her. Since I have 
talked more freely about my mother I have not had the fear of 
something happening to her. I have no religion, no faith, just a 
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‘*T went into a room and every time I went to sit down someone 
told me the seat was taken.’’ 


‘*T went to work in the office. A woman came in and lay down. 
[ lay down beside her and said, ‘It is nice to talk to Elsie.’ My 
father came out and seemed disgusted. ’’ 

‘*] was sitting on round seats at a counter in a ten-cent store. A 
woman Was giving me a bath. She let me wash my rectum. I was 
embarrassed. She put powder on me.’’ During the course of these 
dreams she brought out her homosexual component. She talked 
about her various ‘‘crushes,’’ which are given elsewhere. Her 
homosexuality is connected with her mother, (A woman was giving 
mea bath, she put powder on me). The woman is her mother. Her 
conscience condemns this impulse. (My father came out and seemed 
disgusted). 

‘*There was a man in the dream and an adorable baby. Father 
was going to reprimand it for not having done its home-work bet- 
ter, but instead picked it up and praised it.’’ Her associations go 
to her earliest memories, which concerned her rectum and constipa- 
tion. By constipation, she received attention from her father. At 
one time, her father said, **I don’t want to hear any more about 
constipation.’’ She had frequent dreams about the kitchen, refer- 
ring to the intensity of her oral and anal level. 

This dream followed her father’s death: ‘‘Father was smiling 
at me. I hated to have him see me out of my mind. I didn’t mind 
with mother. When I saw him dead his right hand was gone. | 
thought it was the hand that spanked me.’’ Her father is cas- 
trated by his death. 

The following dream occurred after she had received two metra- 
zol treatments. ‘*One grandmother died and two days later the 
other died.’’ The grandmothers undoubtedly referred to her in- 
jections which occurred two days apart. She said that on awaken- 
ing from each treatment she thought of her father, and found that 
she had urinated. (Cf. Havelock Ellis) (Urination=orgasm.) This 
illustrates her attachment to her father. She cried during the ses- 
sion and said she felt better mentally. She complained that she 
could feel her father’s death and was more anxious to see her 
mother. Later she turned against her mother. 
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‘*T dreamed Miss B. was dishonest.’’ She associated that to the 
fact that she was dishonest and said, **I am a hypocrite.’’ 

‘*] was urinating and mother tried to stop me because a man was 
there.”’ 

**You looked out of the window and said, *‘ Hasn’t that brat beau 
tiful hair?’ I looked out and saw a child with curls.’’ These 
dreams occurred the same night. At this time, she produced a 
great deal of material against her mother. Her mother has over 
protected her and prevented her from reaching a heterosexual 
level. She at last sees her genitals (1 looked out and saw a child 
with curls); she has reached the genital level. 

‘*Elsie was walking about with a sign saying, ‘What a girl could 
do in ——’ (this city—the one in which she actually lives is noted 
for its strict religious atmosphere, and represents the actual home 
situation with which she has to comply.) She said she realized the 
hopelessness of changing her mother and has decided to put up 
with her but not to let her get her down. She said, ‘‘I have no re- 
ligion, no faith because my mother has.’’ She blamed her mother 
largely for her condition. 

The girl said, ‘*1 now realize that I really wanted to be analyzed 
and think that I am well although my memory is still very poor. 
(Result of the metrazol.) I have an offer to play at the church 
meetings this summer and [ wish that my father could have seen 
me get better.’’ At the 125d hour she felt that she was well, signed 
her release, and was allowed to go home. 


COMMENTS 

This is the first case in which the author attempted to combine 
convulsive therapy with analysis. The latter was conducted for 86 
sessions before metrazol was started. Because of the expediency 
of bringing about recovery in cases in a state hospital as soon as 
possible, and since this girl seemed to be a long case, and could not 
associate well, it occurred to the author that she might be helped 
with shock. The analyst remembered that early she had expressed 
a desire to be treated by some method that required no effort on 
her part. Metrazol was suggested to her and she readily agreed, 
even going so far as to induce her parents to give consent. The 


psychological factor here cannot be ignored. The analyst is not 
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prepared to say which—of the metrazol, the death of her father or 
the analysis—was the prime factor responsible for her recovery. 
Undoubtedly all contributed, but certainly the insight into he: 
mechanisms gained through the analysis offers a better hope ot 
permanent cure than recovery by either of the others alone. It 
does seem that metrazol and possibly also her father’s death expr 
dited her recovery. 

At the beginning of the metrazol therapy, the analyst was rather 
discouraged at the girl’s complaints of her loss of memory and con 
fusion. The mechanism here seemed to be a repression of painful 
issues by which she felt she was getting better. For example: She 
did not remember ever having discussed masturbation and even 
denied its occurrence. Her associations became meager. A more 
active method was therefore used; she was urged to discuss given 
tupics, and many important dreams were actively interpreted. She 
accepted readily the interpretation, an acceptance which was borne 
out by the benefit she derived. Incidentally, from the time of the 
third injection, she complained of pain in her back, which was at- 
tributed to muscle pain. She was dicharged before it was discov- 
ered that fractures of the dorsal vertebrae occur in metrazol treat 
ment. Undoubtedly, her spine was fractured. Her dreams illus- 
trate the progress of her analysis, with her final genital dreams 
showing the development of her libido to a level at which she can 
adjust in society. She had considerable insight into the difficulty 
of living with a narrow and eccentric mother. 

This girl, who appeared to be a difficult case, progressed through 
an analysis of her mechanisms to recovery In a period of 123 ses- 
sions, only 37 of which occurred after metrazol therapy was started. 
This case seemed to offer the hope of shortening formal analyses 
hy combining with **shock’’ treatments. Active analysis was es- 
sential. It is to be noted that this girl’s overt neurosis was of less 
than six months duration, with, therefore, a good **shock’’ therapy 
prognosis. However, her whole life situation has been changed; 
and she is recovered, rather than merely back to her former pre 
hospitalization status. 

The following letter was received from the patient six months 
after she was discharged, in answer to an inquiry as to her 


progress. 
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‘*T have been simply fine ever since I’ve been home. In fact | 
feel better than I ever felt in my lite. People are constantly telling 
me how very well I look, and my friends all see such a difference in 
me. I ean actually detect a difference myself. I think I’m a great 
deal friendlier to folks in general than I used to be and am really 
more pleasant. Then too, I have observed trifles do not bother me 
in the way they used to. I do not get upset nearly so easily or as 
frequently as formerly, nor do I worry so much. 

‘*While I feel very badly over my father’s death (I felt it more 
after [| got home than I had in the hospital), yet | cannot help but 
notice how vastly different it is for me around the house. I have 
such a sense of freedom that | never possessed before. When | 
talk or do anything, I do not have to worry how he is taking it. | 
never felt free even to talk while he was around. Now I can really 
be natural. I guess I must feel like a prisoner who has been re- 
leased or as if some weight had been lifted from me. But please 
do not misunderstand me. I would even gladly sacrifice this free- 
dom to have my father back again. 

**T have kept quite busy since leaving the hospital. As you know, 
[ started to play for the meetings on June 26, two days after my 
return home. I continued to play every day throughout Labor 
Day, never missing a meeting. But, of course, that merely kept me 
busy from 9 to 10, and when I am well, | like to be doing some- 
thing constantly. I love to study so I decided to take a course in 
bookkeeping which was being given at the Adult School of Educa 
tion. I went there three afternoons a week, and in between times, 
spent considerable time studying. Almost every night I went to 
the boardwalk . Then in the fall, I decided to take a business 
course in . I started October 10th and am still attending there. 
| expect to be finished in about six weeks. You see, I stayed home 
several weeks to take a temporary position in a law firm in my 
home town which my former employer obtained for me. I got along 
very well at the job and gained some valuable knowledge and ex 
perience, I surely do enjoy going to the city alone every day to 
business school. I get along there very well, and often marvel at 
the way I can learn again, after the way I was a vear ago. I go 
down on the 7:39 train and get home about 4:30, and do not mind 
the trip at all. In fact, I seem to accomplish quite a bit on the 
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train. ‘wo weeks ago, that former employer of mine for whom | 
worked until I became sick, came to see me and asked me to work 
for her again. She has offered me a higher salary and some other 
inducements. I rather think I’ll accept her offer, although she 
has not as vet returned for my answer and she was to come a week 
ago. llowever, I suppose there’s still time as I wasn’t to start for 
a month or more. 

‘*As far as my social activities are concerned, of course you know 
they are rather limited. But I do get a great deal of enjoyment 
out of the choir | now belong to. I just joined it in September. !t 
is the Methodist Church, where a friend of mine is choir director. 
Nothing has ever given me more enjoyment than a choir rehearsal, 
and this choir is no exception. I have only missed one rehearsal, 
(then | had to play at some affair), and I have never missed a Sun- 
day sermon. Last month I did some of the accompanying at the 
Kiwanis Club show, held for two nights in the local high school. 
[ have had several trips to New York and Brooklyn since I’ve been 
home—4 to be exact. 

‘If T were to tell you of any unpleasantness I’ve had since my 
return home, it would just be the pain I’ve had in my back—from 
the metrazol, I presume. It bothered me very much during the 
summer, but now I only have it when I become tired. 

‘*Well, I hope I haven’t gone into too much detail with the ac- 
counts of my condition and activities, but I did want to tell you 
everything. I have never regretted going to the hospital even 
though I did not seem very enthusiastic or appreciative. I thank 
vou for all you did.’’ 

This girl has now remained out of the hospital for a period of 
six vears. Iler adjustment has been consistently good and she has 
had no reeurrence of her symptoms. It is felt that she can be con- 
sidered recovered. 

Note: The author ran a series of six cases including this. The 
other five were analyzed in conjunction with insulin. One, diag- 
nosed anxiety neurosis, but with hallucinations in two fields, can 
be considered as recovered after remaining well for six years. A 


second, a manic-depressive, mixed, has remained symptom-free, 
but was not considered recovered, as it was felt there was not suf- 
ficient change of attitudes and personality. The third, a case of 
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a very severe compulsive neurosis with three pages of symptoms 
consisting of obsessions, fears, compulsions, and ruminations and 
somatic complaints centering on every part of the body has re- 
mained much improved, making a satisfactory adjustment. The 
fourth, a homosexual girl has since been married and has two chil 
dren, having made a satisfactory social adjustment, but without 
considered poor, but her attitude toward the analyst and hospital 
since leaving has been remarkably good. The last case, one of de 
mentia precox of an erotic type, had to be discontinued; and the 
patient remains in the hospital unimproved. 


reaching a full genital level. Her cooperation during analysis was 
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A COORDINATED THERAPEUTIC APPROACH TO SCHIZOPHRENIA 
Analysis of Techniques Used in One Case 
BY LILLIAN KATZ KAPLAN, M. D. 
INTRODUCTION 

Reports of the results of insulin therapy to date have been in 
statistical form. Frequently, however, investigators have noted, 
from their clinical experience, that insulin therapy is most effective 
as a method of making the patient accessible to psychotherapy. 
Savitt,’ for instance, speaks of insulin therapy as ‘‘suppressing 
psychotic symptoms,’’ but not in any way changing the patient’s 
fundamental personality structure. He maintains that remissions 
following insulin treatment are of a tenuous nature, and that the 
patient may be as susceptible to the pressures of his environmental 
situation as he was before his illness. Remission due to insulin 
alone, he concludes, does not improve the integration of the per- 
sonality. Once the patient is accessible to psychotherapy, however, 
he can respond to treatment, and can be helped to a greater sta- 
bility than was noted before illness. 

It has been noted by previous investigators that recoveries fol- 
lowing insulin shock therapy are similar to spontaneous remis- 
sions. Both are characterized by a general understanding on the 
part of the patient that he has been sick and that his behavior and 
reactions were abnormal during the acute phase of his illness. But 
he does not frequently develop psychodynamic insight, and his gen- 
eral level of emotional development without psychiatric treatment 
is ona par with his prepsychotie condition.’ 

Hence, at the termination of a course of insulin shock therapy we 
have a patient who is no longer psychotic, but who is no better 
equipped to meet the responsibilities of life than he was before ill- 
ness. In addition, studies of the prepsychotie personalities of 
schizophrenic patients have demonstrated the frequent combina- 
tion of inadequate personality development plus unusually disturb- 
ing environmental strains.* We conceive of a favorable environ- 

*Lewis, N. D. C., in a brief review of the research and teaching function of the New 
York State Psychiatrie Institute and Hospital,’’ PsycH1aT. QuartT., April, 1940, writes: 
‘*The relation of schizophrenia to environmental and hereditary factors shows that this 
disorder can best be considered as a disease following the same ecological principles as 


tuberculosis. It is related directly and positively to age, environment, economic, educa 


tional and marital status. It shows clear evidence of an hereditary nature.’’ 
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ment as a situation which includes friendship, employment, recrea 
tion and satisfactory family relationships. All too often these areas 

positive satisfaction are limited or absent in the lives of recov- 
ered patients. The reason varies in individual cases, but there is 
usually a combination of external and internal causative factors. 


l 


(in the one hand, we know that, as Lewis notes, ‘* Schizophrenic pa 
tients tend to show . . . an inability to resolve family ties and a 
reneralized negative attitude towards sexuality.’’ On the other 
hand, we are familiar, from a clinical point of view, with the vari 
ous personality disturbances noted in the relatives of psychotic pa 
tients, and the influence these have in complicating family rela- 
tionships. 

The writer submits, then, that in addition to insulin therapy and 
psychotherapy, consideration must be given to the environment 
which will be conducive to the patient’s well being. This is the 
area sometimes modifiable by social case work treatment. Psyehi 


rie social workers are specialists in evaluating environmental 


‘ 


al 
strains, and in working toward their modification. During the last 
two decades, they have particularly developed skills in treating 
family relationships. 

One does not pretend that either psychotherapy or social case 
work treatment can be successful in all cases. Certain conditions 
are necessary for either one to be effective. Just as in psychother- 
apy there are criteria which influence the degree of success obtain 
able (accessibility, rapport, intelligence, desire to improve), so in 
social case work the intelligence of the parents, the quality of their 
interest in the patient, the rapport established between worker and 
parent, economic status, problems in family relationships, and the 
skill and maturity of the psychiatric social worker, are all impor- 
tant factors affecting success. 

Since the importance of other treatment methods combined with 
insulin treatment has been frequently noted, the writer believes 
there is value in examining in some detail the technique of such a 
therapeutic program. As a beginning in this direction, she is pre 
senting one case in detail. She recognizes that the terms ‘* psycho 
therapy’ and ‘‘social case work treatment’’ are broad terms cover 
ing a great variety of specific techniques, and perhaps varying with 
each psychiatrist and each psychiatric social worker. But she be- 


lieves that if we are to benefit from the experience of others, we 
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must make these broad terms more concrete by describing the spe- 
cific methods utilized. 

The case presented here was chosen because it illustrates a va 
riety of favorable and unfavorable factors, a coordinated approach, 
and to date a relatively favorable outcome. The patient, although 
not a mature, completely integrated personality, has been clear of 
psychotic symptoms for one year, and at home for seven months. 
She is making a better social adjustment than ever before in her 
life. 

Unfavorable indications were as follows: The patient’s personal- 
ity previous to illness was not on a high level; her illness was diag- 
nosed as schizophrenia, hebephrenic, and family relations were 
very poor. On the favorable side, were the patient’s youth, good 
intelligence, and the fact that she started insulin therapy four 
months after the onset of her first acute illness. In addition, the 
mother was intelligent, and although this was not evident at first, 
she was later able to be very cooperative due to her almost frantic 
concern about the patient, and her strong, positive attitude toward 
the psychiatric social worker. The economic situation, although 
modest, was sufficient to carry out practical arrangements recom- 
mended by the hospital as being desirable. 


History 
PATIENT’S HISTORY 

This patient was a 21-year-old Jewish girl, a college graduate, 
who was admitted to the hospital in November, 1939, and was dis- 
charged in November, 1940. She had been an unwanted child; and, 
from the first, her mother had tried to compensate for rejection by 
oversolicitude to the point of domination. This mother was a com- 
petent, aggressive, ambitious business woman. Little is known of 
the father’s attitude, but he apparently occupied a secondary place 
in the family set-up, competing with the patient and her 12-year-old 
brother for the mother’s affection and attention. 


The patient’s early development was within normal limits, except 
for early lack of nourishment. The inadequacy of breast feeding 
was not discovered until the patient was six weeks old, at which 
time she had showed no gain. She was then successfully placed on 
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a formula. When the patient was two and one-half years of age, 
she had a serious illness, resulting in the mother’s oversolicitude 
becoming more extreme. Apparently for the purpose of getting 
attention the child developed tantrums, causing further complica- 
tions. This condition continued until she was five. 

Krom the time the little girl started at school at four and one- 
half vears, her mother acted in a supervisory and repressive ¢a- 
pacity. As the child reached adolescence, it was noted that she was 
restless and slow in completing tasks. Her choice of high school 
was merely her mother’s choice. Even her friends were selected 
by the mother. The patient was looked upon by her fellow class- 
mates as a **book-worm and a prude.’’ Although she was one of 
the highest ranking students, she was never admitted to any of the 
sororities, and she never possessed a close friend. Her spare time 
was spent in studying. She was meticulous in her habits, and very 
orderly. 

At 1614 years, the patient entered college, again on the ad- 
vice of her mother. Although she was interested in the sciences, 
she followed a commercial course, as her mother felt that this 
would make her self-sufficient and financially independent. Mar- 
riage, the mother believed, was second to a career in importance. 
The patient spent even more time on studies in college than she did 
in high school, but did not achieve commensurate results. Her 
grades were C’s and D’s, which made her feel very inferior. Asa 
result, she spent even more time than before on her studies and 
completely disregarded social activities. Only on rare occasions 
did she find herself in the company of young people. It was the 
expected thing that after a young man had called once or twice he 
would never return again. The reason was a mystery to both 
mother and daughter. 


ONSET OF ILLNESS 


When the patient was graduated from college in June, 1939, the 
mother procured a position for her in a summer camp, where she 


was to act asa counselor. It was at camp that the symptoms of her 
illness first became manifest. There she was attracted to a young 
man, who, from the patient’s description, was apparently immature 
and narcissistic. He encouraged her to center her attention upon 
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him. When the relationship approached the point of intimacy, the 
girl developed somatic complaints such as diarrhea, abdominal dis 
comfort, nausea, vomiting, and an unusual amount of irritability 
and impulsiveness. She wrote home, telling of every complaint i 

creat detail. Before the camp season was over she returned home. 
The gastro-intestinal symptoms persisted after her return, and shie 
was taken to a number of physicians, but no physical basis for her 
symptoms could be discovered. 

In September, 1939, she developed a religious trend. Soon shi 
was also preoccupied with thoughts of love; and, as her ideas be 
came more and more marked, her irritability and restlessness 
mounted, At this time, a physician ordered a basal metabolism, 
to rule out hyperthyroidism, She misinterpreted this test as be 
ing a device for forcing her to keep quiet. Her language became 
profane, her activity unruly, her habits more careless, and she was 
finally sent to a private sanatorium at the end of September. 


HOSPITALIZATION 


At the sanatorium she was overproductive. She recited poetry, 
discussed her sex life, and gave evidence of responding to auditory 
hallucinations. She interpreted her confinement as being an at 
tempt of her parents to rid themselves of her. As her productions 
became more relevant, she slowly lost the marked overproductivity, 
and the picture changed. She shitted from constant irrelevant, dis 
sociated speech to alternate periods of excitement and quietude. 
She said: 

I found out too much about life for my own good. I found out 
too much about eyes. Not for the preservation of the body, not for 
the preservation of the mind, but just because I am such a damn 
woman that I see life through my own eyes. Five years of college 
to learn a hodgepodge of everything. High school. Three poets 
of the nineteenth century—Byron, Keats, Shelley—one female doe- 
tor—one God damn woman. 

in November, 1939, the patient was transferred to the New York 
State Psychiatric Institute and Hospital. Upon admission, she pre- 
sented many bizarre activities such as grimacing, preoccupation 


and blocking. Her spontaneous speech during periods of irritabil- 
ity was irrelevant, and she presented the mechanism of echolalia. 
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I anticipate the future. Now that I am 21 I am a woman 
Twenty-one. I am a woman Tha 


+ +} 
lal 


s the trouble. That’s the 
trouble. Men get all the breaks. My private life is my private lift 

She was only partially oriented to time, place and person. 

Atter the first three weeks, there was clear evidence of auditory 
hallucinations, and some indication of visual hallucinations as well. 
She thought the voices she heard were cursing her and calling her 
names, At times there was the voice of God telling her what to do. 
At other times, she heard men’s voices. Her affect continued to be 
inappropriate and silly, and her productions, although irrelevant, 
were on the subjects ot philosophy, religion, poetry, school tears 
and past love. She began to void on the floor and in bed. When 
she was placed on insulin control in December, the patient was un 
cooperative, negativistic, talked a ‘*blue streak’’ in response to 
auditory hallucinations, and required close supervision. Soon she 
became mute, only uttering occasional phrases. 


INSULIN THERAPY 

In January, 1940, the patient was placed on insulin ‘*shock’’ ther 
apy—Sakel technique. For two months, she resorted mainly to 
pantomine as her means of expression. Her mood swing continued, 
as did her impulsiveness and hallucinations. Her impulsiveness 
Was so intense that continuous tubs had to be resorted to in order 
to allay any untoward results at the height of her excitement. Her 
mutism continued even in the presence of her parents who visited 
her weekly. 

Throughout this period, the patient was seen daily by the ther- 
apist, and attempts were made to encourage at least superficial con 
tact. The patient, however, continued resistive and preoccupied. 
She would refuse to reply to the therapist’s friendly overtures, or 
make some such remark as, ‘‘Go away. Can’t vou see that I’m 
busy?’’ 

In early March, 1940, a week before insulin ‘‘shock’’ therapy was 
discontinued, the patient showed a remarkable and abrupt change. 


She became a sweet, lovable person, who was sociable and who en- 
couraged the catatonic patients to ‘‘snap out of it.’’ She also ex- 
pressed interest in her visitors, and was most anxious that a pro- 
gram be planned for her in school so that she could renew her see- 
retarial proficiency. 
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Concurrent with this change, the girl’s relation to the therapist 
became friendly and polite. The greater part of her first spon- 
taneous discussion, however, centered around hospital life and ac- 
tivities. Since she had only begun to be accessible, her spontaneous 
productions were accepted, and her program was adjusted to her 
desires, No attempt was made to encourage more than these super- 
ficial discussions for the time being. 

After 50 treatments, insulin was discontinued. It was then the 
consensus that the patient had returned to her prepsychotie level. 
She had some mannerisms, complained of inability to concentrate, 
and had no conscious insight into her problems of family and social 
relationships. Her behavior was submissive to the domination of 
her mother just as it had been previous to illness. Superficially, 
she was indifferent toward her father. 


PSYCHIATRIC TREATMENT, MARCH TO MAY, 1940 

Brief interviews with the psychiatrist continued daily, the ther- 
apist remaining relatively passive and encouraging the patient’s 
spontaneous productions. She was concerned about masturbatory 
activities in which she had indulged freely between the ages of 14 
and 16, and she now feared this had been wrong. She was able to 
accept reassurance in this matter. There was only brief mention of 
her romantic interest of the previous summer. 

Hler next concern was her vocational future. Her tendency was 
to discuss possibilities in concrete terms, speaking of various voca- 
tions which might interest her, but in each instance concluding that 
she was inadequate. She felt that her mind was not functioning 
well, that ‘Sher fund of knowledge was on the wane,’’ and that she 
did not have innate ability in any field. The therapist recognized 
the patient’s tendency to underestimate herself as a reflection of 
the pressure exerted by the parents toward concrete achievement. 
Therefore, the girl was given considerable encouragement. Her 
abilities were emphasized and her limitations recognized but mini- 
mized in importance. The patient responded to this attempt during 
interviews, becoming more hopeful that she would be able ‘‘to con- 
tribute her share to the world.’’ Unfortunately, the unexpressed 
but very evident critical attitude of the parents tended to counter- 
act the therapist’s efforts. 
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The patient hinted at some recognition of conflict with her fam- 
ily. ‘*My mother is the steering wheel. Her arguments always 
overweigh mine, and, hence, I have always followed what she has 
set up for me.’’ The day after she made this remark, the patient 
hastened to explain that her mother really did know best, and that 
when the patient did not follow her mother’s advice she was sure 
to regret it. 

During this period, only indirect methods were used to encourage 
a more comprehensive discussion of the family situation. A month 
after discontinuing insulin treatments, week-ends at home were 
started, and the therapist always expressed interest in the patient’s 
week-end experiences. These were not always very satisfying. The 
cirl complained that her mother watched every move she made and 
constantly suggested a series of activities. The mother, on the 
other hand, felt that the difficulty arose from the fact that she was 
trving to let the daughter decide for hersell, as the hospital had 
suggested. She was sure that if she had felt free to direct things 
as usual, there would have been less discontent. Once when the pa- 
tient was encouraged to suggest changes at home which might be 
desirable, she blocked and evaded, but finally was able to describe 
her theoretical ideal home as ‘‘a place in which all opinions could 
be discussed calmly without the raising of voices and loss of tem- 
per, and where there would be genuine affection between brother 
and sister without lip service.’’ 

At the end of April, 1940, the patient was allowed to spend a 
four-day holiday with her family. She returned at the end of three 
days, complaining that she was restless at home and unhappy be- 
cause she was constantly irritated and contused by her mother’s 
behavior. She appeared more inhibited and preoccupied than for- 
merly. The therapist believed this indicated some regression, but 
since the patient seemed to benefit from psychiatric interviews, no 
change was made in her program—in the hope that she could regain 
her former status. In interviews she was encouraged to examine 
her reactions to her mother, and she did discuss the current situa- 
tion in some detail. The patient’s point of view was recognized and 
accepted in an attempt to counteract her feeling of inadequacy. 
Two weeks later, just two months after ending insulin, the patient, 
while visiting at home, attempted suicide by drinking iodine. Full 
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details were not available, but the patient said she wished to die 
because her memory was poor and she could tell that her parents 
were not satisfied with her progress because they never let her 
out of their sight. 


CASE WORK WITH MOTHER, MARCH TO JUNE, 1940 

At the end of the insulin treatment, return home had been antici 
pated within a few months. Therefore, the case had been referred 
to the social service department for work with the family. During 
the early part of the contact, from March to May, 1940, the social 
worker saw the mother regularly every two weeks. The worker’s 
approach was based on the concept that the patient’s inability to 
attain the high standards set for her by her parents was one fac- 
tor in precipitating the illness. It was assumed that if the parents 
could modify their goals and allow the patient more freedom to de- 
velop her own independent personality, she would have a better 
chance of maintaining the improvement she was manifesting at this 
time. Continuation of parental domination, it was thought, would 
work against further improvement, and might be a precipitating 
factor in the development of another psychotic episode. Since the 
patient at this time apparently did not fully recognize her own in- 
ability to emancipate herself, it was believed that the cooperation 
of the parents was urgently needed. The mother was the parent 
interviewed, since she appeared to be the dominating member of 
the tamily and had taken the major responsibility for contacts with 
the hospital. 

As the mother was an intelligent woman who had spontaneously 
expressed her desire to cooperate for the patient’s welfare, the ap- 
proach first used was one of direct interpretation, tempered by 
some reassurance and expressions of sympathy with the mother’s 
obvious anxiety. She was told that she would have to accept a less 
ambitious goal for her daughter. It was pointed out that the pa- 
tient could lead a happy and useful life but would probably not be 
able to undertake a teaching career, which was her mother’s desire. 
She could do less responsible work at a modest salary, but would 
not be satisfied so long as her parents continued to urge her to 
achieve something actually beyond her ability. 
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There was no attempt at this time to uncover the mother’s moti 
vations, or to find out the reasons for her ambitions for the patient. 
lt was known that the mother was a competent, aggressive woman 
who had failed to achieve her own ambition to become a profes 
sional woman. One obstruction to her original plans was the pa- 
tient’s birth. This had interrupted the mother’s college career, and 
she had never completed the work for her B. A. 

The mother’s response to direct interpretations was to express 
increasingly her apprehension, self-reproach and oversolicitude, 
particularly in her behavior. Apparently unaware of her own mo 
tivations, and in a state of emotional tension, she took the interpre 
tations as criticism. As a result, she was more intensely guilty and 
sought to counteract this by centering her attention upon the small- 
est details of the patient’s life. With thinly veiled hostility, she 
questioned the therapeutic plans of the hospital, recognizing con 
sclously only her desire to ‘‘do the right thing.’’ She begged ror 
specific, detailed instructions as to how to behave in the patient’s 
presence, and tended to watch and worry about every detail of the 
virl’s activities during week-end visits. At the movies, she even 
followed her to the rest room, apparently afraid to let the daughter 
out of her sight. As already noted, this constant attention irri- 
tated the patient, who interpreted it as meaning that her mother 
still considered her sick. 

‘The social worker did not give specific suggestions as the mother 
requested, believing that once the mother developed a general un- 
derstanding she would be able to handle specific situations accord 
ingly. The mother was apparently frightened, fearing that she 
would ‘do the wrong thing.’’ In addition, this was perhaps the 
first time that she had felt completely lacking in selt-confidence. 
The result was that, failing to obtain instructions from the social 
worker, she consulted one member of the staff after another. She 
frequently telephoned the psychiatrist and the chief of the service 
asking for specific information as to prognosis and recommenda 
tions. It was clear that she wanted the hospital’s promise that the 
patient would not be discharged until completely recovered, and 


assurance that there was no danger of a relapse. Complete recov- 
ery meant to her, apparently, that the patient would become a com- 
petent, outgoing, sociable person. 
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This type of insistent inquiry, with the accompanying inability to 
accept reassurance and sometimes even to comprehend interpreta- 
tions given to her, made the mother appear to be an extremely con- 
fused and difficult person. The climax was reached with the pa- 
tient’s suicide attempt, when the mother accused the hospital, and 
particularly the social worker, of not warning her of such a possi- 
bilitv. Actually the girl’s condition had been thoroughly explained 
to the mother by the staff physicians. 

During this period, and accompanying the regression of the 
daughter, there was, then, intensification of the mother’s anxiety. 
The approach chosen by the social worker did not relieve the 
mother and may have served to increase the pressure she was ap- 
parently reacting to, namely a strong sense of guilt. 


AMBULATORY INSULIN 


Following the suicidal attempt, the patient presented many so- 
matic complaints, and psychotherapy was found to be unsuccessful 
in combating her continued regression. 

At this time, there was considerable interest in the experimental 
use of ‘tambulatory insulin,’’*’ and it was decided to try this 
method. The patient was still in touch with reality but rather pre- 
occupied, and it was hoped that she might be more able to utilize 
psychotherapy during the period of mild hypoglycemia. Other 
indications for the experimental use of this therapy were her tend- 
ency to vasomotor collapse with coma doses, and her great dislike 
of that form of treatment. As noted in other cases,* she showed no 
immediate change. Within the next two weeks, she handed in two 
notices of her decision to leave the hospital, and retracted both. In 
the meantime, the girl continued indecisive and dissatisfied with 
herself. Her mannerisms became so obvious that they were also 
noticed by other patients. 

Interviews continued daily during the period of hypoglycemia, 
and the patient continued productive. She constantly implored the 
therapist to tell her ‘‘coneretely’’ just what the trouble was. These 
questions were turned back to her with the explanation that she was 
attempting to put the therapist in the dominating mother rdle. 
References to her own productions were used to illustrate this, and 
the fact that she would revolt, as she had against her mother, if 
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concrete suggestions were to be given. For the first time the girl 
was able to admit tentatively a relationship between her illness and 
her family situation when she said: **Can’t you do something with 
my parents in order to modify their habits so that | can make a bet- 
ter adjustment?’’ Here the therapist agreed that family attitudes 
were important, and interpreted the purpose of the psychiatric so- 
cial worker as aimed toward preparing the family for the girl’s 
eventual return home. After handing in her first notice, the patient 
inquired whether she was acting rashly. She was told that she had 
not vet developed sufficient understanding, that she did need fur- 
ther hospital care, and that if she left it would be without the ap- 
proval of the hospital. She promptly retracted her notice. Her in- 
decision, however, was so great that within a few hours she gave 
notice again, and retracted it four days later, only after a great 
deal of pressure from her parents. The therapist did not exert 
pressure on the girl, but the parents were informed by the hospital 
that commitment would be advisable if the patient refused to re- 
main voluntarily. 

Indications were that the regression, the suicide attempt, resist 
ance interviews, projection of blame on the family, and attempts to 
leave the hospital were all unconscious efforts on the part of the pa- 
tient to evade the pain of recognizing and attempting to handle her 
real conflicts. These, as in other schizophrenic patients, centered 
around her difficulties in emancipating herself from family ties and 
in developing a satisfactory heterosexual adjustment. Even week- 
ends had shown her too vividly her inadequacy in these areas, and 
she had tried to escape, first back to the hospital from her family, 
then from life, and finally from the therapeutic situation itself. 
Her attempts to escape were thwarted by opposition from her fam 
ily, by the therapist’s consistent pointing up of her problems and 
encouragement to face them, and by the effect of the ambulatory 
insulin which eventually facilitated verbalization of her problems. 
In addition, there were positive satisfactions in her developing re 
lationship with the therapist and in recreational trips with the psy- 
chiatric social worker, which were introduced at this point.* It will 


*For more comprehensive description of this type of treatment see Hayes, Mary-Ellen: 
Case work with adolescent patients. PSYCHIAT. QUART. SuUPPL., 16, 1:31-38, January, 
1942. 
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also be seen later that the patient reacted favorably to the gradual 
change in the mother’s behavior, which resulted from continued 


ease work. 


CASE WORK WITH PATIENT, JUNE THROUGH OCTOBER, 1940 


From June through October, the patient and social worker spent 
one atternoon weekly in a recreational activity of the patient’s 
choosing. These activities included shopping, museum trips, walks, 
movies, tennis and swimming. At first, she was fussy and preoc 
cupied. It was only with great effort that she could make the 
smallest decisions. The purchase of one article consumed visits to 
four stores in four hours. The decision as to traveling on a bus or 
by subway involved 10 minutes of pondering, with frequent ap 
peals to be relieved of the necessity of making a decision. The 
social worker, free from the personal reactions of relatives and 
equipped with theoretical knowledge, could maintain a consistent 
attitude impossible for a layman in such a situation. She made 
only rare suggestions, and these brought an immediate negative 
response from the patient. For the most part, the patient was told 
that these were her trips to do with as she pleased. After the first 
month she was able to plan the activities in advance, and showed 
less tendency to fear that she had made a wrong decision. From 
that time on, rapid progress was noticeable. On July 23, she said, 
‘*T wish you wouldn’t always agree. I wish you would make some 
suggestions.’” The worker’s remark that this might be easier 
brought an immediate response: ‘‘I] suppose I feel that way be- 
cause I am used to my mother, who has always decided everything. 
I find it disconcerting to have to make up my own mind.’’ Her 
ability to make decisions, her span of attention, and her interest 
in things outside herself all showed marked improvement. By 
September she had become a vivacious, interesting companion, 


PSYCHOTHERAPY, JUNE THROUGH OCTOBER, 1940 
After a month of ambulatory insulin, the patient seemed to be 
in better contact with the environment and her associates. She 
confessed that many problems came to her mind which she would 
like to discuss with the therapist, but said that she could not get 
herself to speak about them. It was suggested that she write 
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these thoughts. Following, are excerpts from her early writings 


which deseribe her struggle to decide whether it was worth while 
try ing to recover. 


June 13, 1940—‘‘Is it unnatural for 


ve Lost feeling for m\ par- 


ents? Sometimes I think my fondness for them sprung from the fact that 
they supplied my needs and my constant association with them. Ought they 
to chalk me up to bad debts or poor capital investment? 

ale Mavbe it feels 


‘My subconscious mind wants to g 
that since my parents were the ones who determined my career and ex 


ip the stru 
pected so much from me. . . . It was all their mistake in planning work for 

e which I felt I couldn’t execute. Unconsciously I] am putting the blame 
on my parents . . . My subconscious mind is trying to make an idiot out 
of me. It won’t let me remember the motion pictures that I see or the 
stories I read. 

‘*And yet at the same time I have a sense of obligation toward my parents 
for what they’ve given me and I seem to be trying to evade it by losing my 
rie mory.’’ 

June 14, 1940—‘‘I am up a blind alley. My mind won’t reason. It 
doesn’t want to. Conscious and unconscious blocking! 

‘*T’d like to burst the bands that are binding me but I feel so impotent 
I feel almost as though it were something physical holding me down. Yet 
it isn’t quite tangible and I seem to have reached an impasse. Maybe I’m 
rationalizing—Would I like to have it p! ysical? It’s so much easier to es 
cape with physical than with mental difficulties.’’ 

June 15, 1940—‘‘ The trouble is that my mind is resistant because I ean’t 
have the kind of life my parents planned and which seemed so delightful 
the life intellectual. I don’t want anything else. I can’t seem to accept the 
compromise. I just can’t seem to struggle any longer. I want some one to 
tell me what to do. I am like a baby erving for things I can’t have and 
refusing a compromise. 

‘‘My mother says that she and my father live for me and my brother 
We give meaning to her life. Am I supposed to live for my parents? That’s 
no reason for going on living is it? And yet for myself—to struggle back to 
mental health—I just ean’t go on. Something down inside tells me that I 
died.’’ 

June 16, 1940—‘‘T don’t want to go on. Yes I do. No—yes—no—yes 
Do I care? My mind is blank—-The only thing I ean think of wishing for is 
getting well. But I don’t know what to do about getting well. That’s the 
whole trouble. What I need is a good shaking out of this apathy. I wish 
some one would give it to me.’’ 
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June 19, 1940—‘‘I do care about getting well. That’s the trouble. Then 
I have to get back and clean up the thoughts in the back of my mind about 
that summer when I was seventeen . . . So where do I go from here? Back 
to X.—Another attraction. We kept company. Did I do right or wrong’ 
| hesitate to go on probing. Why? Love? Yet only two weeks acquaint- 
ance. Why does my mind stop here? Come on now, that attraction was 
mental. JI am afraid I got that attitude from my mother. I just accepted 
it. As to ideas of my own on the importance of love in a woman’s life—l 
didn’t form any opinions of my own yet. . . . In the matter of my future 

| always absorbed ideas from my mother as to what I’d like to do. I 
don’t know. Except that I don’t want to stay home and keep house.’’ 

June 20, 1940—She said, ‘‘I’ll try hard to be more productive and help 
myself as time goes on.’’ 

June 30, 1940—‘‘ In speaking of my phone eall my mother said ‘I get ex- 
cited when I hear vour voice over the phone you know.’ Such a remark 
made me feel guilty because I feel no equivalent emotion. I feel that 1 am 
a very selfish daughter. . 

‘*If Tso much as yawn, my parents remark upon the fact that I am tired 
and with a note of alarm in their voices suggest that I return to the hospital 

I think, subconsciously, my father is glad I am away because then he 
has more of my mother’s attention . . . I wish my mother would not treat 
me like an invalid, always worrying about my eating. Maybe she thinks my 
mental illness is such that I have lost my ability to know when I feel like 
eating.”’ 

In brief daily interviews, the contents of these writings were re- 
viewed. The therapist continued passive and friendly, but encour- 
aged the patient to feel that it would be worth while to recover, and 
that she could do this by facing the facts of her situation. In time 
she would have ideas of her own and be able to live her own life. 

As the patient’s improvement mounted, she was able not only to 
write her thoughts, but to read them to the therapist, and, finally, 
to speak them without writing. She talked increasingly of her dis- 
satisfaction with her parents, particularly her mother. She wished 
that her mother would not become so emotional in every discus- 
sion. She objected to scenes to such an extent that she found it im- 
possible to stand up for herself. Her ‘‘nervous diarrhea’’ of the 
past year seemed to her to have been an attempt to escape from 
working in the same office with her parents. She thought her fear 
of marriage was tied up with fear of arguments such as her par- 
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ents had. ‘‘I never developed as an individual because I was too 
absorbed by the family.’’ The patient showed an ability to recog- 
nize her own rationalizations, and tried to get behind them to the 
basis of her problems. 

In July, regular interviews three times weekly were substituted 
for the briefer, more frequent ones. By this time it was not neces 
sary to confine interviews to the period of hypoglycemia, as the 
patient could talk freely at any time. She continued writing, using 
her notes as a basis for interviews. 

July 8, 1940—‘‘My erroneous ideas about the doctors who attended me 
were due to the ‘act that I was starved sexually. During the summer I re- 
pressed my physical attraction for X to the utmost, not even a kiss. 

‘‘Is petting in moderation wrong? Should I have indulged with X to 
whom I was so strongly attracted? Would that have prevented those wrong 
notions of mine about the doctors? Even though I later learned that X 
was a weakling and a philanderer for whom I could have no respect? I did 
express my attraction to Y through a little necking and later felt cheapened 
and humiliated when he did not eall again. That is why I refused X. I 
feared a repetition of similar circumstances. I told my mother about neck- 
ing with Y and she thought I had done very wrong.’’ 

July 9, 1940—‘‘I had the desire to jump back into bed and go to sleep 
again. I feel as though the desire is an expression of the wish to escape fac- 
ing the problems confronting me.’’ 

At the end of July, the patient, for the first time, announced her 
new discoveries to her mother: ‘‘I told her I did not care to have 
her anticipate my ideas as I would like a chance to think for my- 
self.’? Already relieved by her discussions with the case worker, 
the mother was able to accept this rebellion with a minimum of 
protest, a fact which greatly encouraged the patient. The patient, 
however, still felt ‘‘divided within herself.’’ Part of her still 
yearned for the comfort of her mother’s direction, while the other 
part rebelled. 

During August and September the patient centered her attention 
upon her submission to her mother and the effect this had on her 
social relationships. 

August 12, 1940—‘‘ After dancing—It was after the evening was over that 


I realized how important young men are to my having a good time. I tried 


to absorb myself in my work while I was at college and sublimate my inter- 
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est in the opposite sex, but it certainly did not work out very well. My, 
interest in young men accumulated during those college years until it 
finally overwhelmed me. 

‘*T feel that my mother thinks about the things I tell her and comes to 
see my point of view in many of them. I feel that now her attitude is 
changing as a result of her talks with the social worker, and that in the fu- 
ture she will act differently. My mother told me that she feels her conver 
sations with the social worker have given her a new perspective on our fam 
ily relationships. ”’ 

August 20, 1940—‘‘ Mv mother was over-solicitous because she wanted m« 
to remain dependent on her for managing my affairs, because it gave her a 
feeling of superiority to be needed so much. She didn’t want me to learn 
to do without her. <All people like to manage. The mastery motive is really 
an expression of the desire to be superior to others.”’ 

August 27, 1940—‘‘ When I spend the day alone with my parents I feel as 
if I don’t have a distinct personality of my own. I feel as if my personality 
were subjugated to my parents’ initiative.’ 

Gradually the patient’s previous productions were utilized in- 
creasingly to help her understand the significance of the material 
she presented, and free association was encouraged. In Septem 
ber, the therapist became more active in stimulating a full discus 
sion of family conflicts, beyond the patient’s spontaneous com- 
ments. The patient’s interpretations were accepted, however, and 
never questioned. Since she was struggling to develop ideas of 
her own, it seemed inadvisable to point out her inaccuracies, fore- 
ing her to face the limitation of her own understanding. It seemed 
that this might be too great a threat, and it was anticipated that 
eventually she would be able to develop a realistic perspective. 

During this period, the patient’s external behavior improved and 
she learned to handle practical situations adequately. It was be- 
lieved that the trips with the social worker supplemented psycho- 
therapy in this respect. Week-ends at home were reinstated in 
September as part of the readjustment program. 

In late September, the patient announced jubilantly that she was 
releasing herself from her mother’s domination. She had been able 
‘*to pet’’ without ‘‘qualms of the conscience,’’ and enjoyed it, and 
had not told her mother ‘‘who wouldn’t understand.’’ This same 
day she first spoke freely with the social worker about the prob- 
lems in family relationships and her resultant feelings of inade- 




















’ 
it 
i 

' 





LILLIAN KATZ KAPLAN, M., D. LOT 


quacy. This was taken as an indication of increased security, since 
ip to this time she had talked fully only with the therapist. 

On October 1, ambulatory insulin treatment was discontinued, 
after 123 injections. The total number of units was approximately 
3400 over a period of four and one-half months. In other re 
spects, the treatment plan remained the same for the last month of 
the patient’s hospital residence. Apparently she had reached a 
stable adjustment, since there was no reaction to the discontinuance 
of insulin. Her last month was spent in completing future plans, 
as deseribed in the following, and the patient assumed responsibil 
ity for making appointments, investigating possible positions, ete. 
She was discharged from the hospital, after one vear’s residence, 
on November 1, 1940. 

CASE WORK WITH THE PATIENT, SEPTEMBER AND OCTOBER, 1940 

During July, the patient had spoken to the social worker, in 
vague terms, about her uncertainty in regard to her future life and 
the necessity of clearing up certain problems before she could take 
any practical steps. In late September, she announced that she was 
now ready to take concrete action. In explanation she told the 
worker, for the first time, of her mother’s domination resulting in 
her own feeling of inadequacy: ‘'I feel that | must attain financial 
independence in order to be an individual in my own right.’’ She 
had decided to do office work because it was a familiar field, in 
which she would not feel utterly inadequate. She was determined 
not to return to the office of her parents: °° It would be too easy, 
and I might slip back under my mother’s domination.’’ 

During October the recreational trips continued, but the girl 
utilized them for discussion of her practical plans, and she received 
considerable concrete assistance. This was in the form of intor 
mation about resources, discussions of the pros and cons ot tenta 
tive plans, etc. The patient’s first step was to take vocational tests. 
She was found to have good clerical ability, and this reinforced her 
own plan. She was impressed by the vocational bureau telling her 
that she would have to make up her own mind as to what she 
wanted to do, and should not expect the bureau to plan her tuture 
for her. It struck her that this same opinion must be held by the 
therapist and the social worker, for neither one told her Just what 
to do. 
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The next step then was to develop some ideas of her own. She 
decided to attend business school in order to get back her old skill 
and to be available for a position in the near future. Remember- 
ing how she had given up a scientific career against her own de- 
sire, she decided to plan for an eventual evening course in labora- 
tory technique. ‘his possible future goal was a great encourage- 
ment to her, particularly during the time when immediate plans 
were still uncertain. Eventually she gave it up, when she discov- 
ered that she really did not want to be an intellectual person. 


CASE WORK WITH THE MOTHER, JUNE THROUGH OCTOBER, 1940 

There was a change of social workers in the middle of June. 
From this point on, case work with the mother was based on the 
concept that her behavior toward the patient was an expression of 
guilt, probably related to her original rejection of the patient, and 
that this sense of guilt would have to be considerably relieved be- 
fore she would be able to mobilize her strength sufficiently to help 
in treatment plans. Since direct interpretation apparently intensi- 
fied her problem, the new worker, from the first, assumed the role 
of a responsive listener. Her main activity was to try to grasp 
what was behind the mother’s words and behavior, and then to help 
the mother verbalize it. Occasional questions or restatement of 
what the mother was struggling to say, brought a ready response. 
Specific advice was occasionally given when the mother requested 
it, for she was obviously too upset to feel secure even about small 
matters. This need diminished as the mother’s self-confidence 
returned. 

One of the most important factors in the case work was the work- 
er’s recognition, both in her attitude and in her words, of the 
mother’s positive qualities. The worker realized that the mother 
was a competent, intelligent woman, who was very anxious to do 
anything she could to help her daughter. Her confusion and tur- 
bulent emotions had obscured temporarily her real competence. 
However, it became evident as time progressed that the mother had 
unusual ability to respond to ease treatment. The early recogni- 
tion of her potentialities was appreciated by the mother, and she 
responded with a strong, positive attitude toward the worker. This 
in itself was therapeutic for several reasons. The mother eventu- 
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ally felt free to express herself without fear of criticism and she 
was enabled to take over intuitively some of the worker’s attitudes. 
linally, she came to accept a great deal ‘‘on faith,’’ even matters 
she did not immediately understand. 

From the beginning, the mother was continuously preoccupied 
with her extreme sense of guilt, and in this connection she pre- 
sented a great deal of material. When she had discovered that the 
patient, at six weeks of age, was starving, the mother had re- 
proached herself. Ever since then she had felt that she must 
very responsible toward her children, but never loved them; so she 
‘‘made up’*® by extreme caution in regard to their physical care. 


‘‘make up’’ for her delay in recognizing the difficulty. She felt 


Her real affection went to her husband, and her real interest was 
centered upon business. In retrospect, she felt that she had actually 
neglected the patient, and she feared that her lack of love had 
caused the patient’s illness. In line with her strong sense of re- 
sponsibility, she found it almost impossible to bear seeing her chil- 
dren disappointed. She would go through endless manipulations to 
keep them from making mistakes, for fear they would be disap- 
pointed. When the patient, a passive, inadequate child, asked for 
advice and direction, the mother always gave it. 

By the middle of July, after this much had been expressed, the 
mother noted that the interviews provided a temporary feeling of 
relief, and that she had not felt pressed to talk to the doctors for 
three weeks: ‘‘I seem to be satisfied with what vou tell me.’’ For 
the first time, she was able to grasp an explanation of the causes 
of mental illness, and the next week reported previously unknown 
information about two cases of mental illness on the paternal side. 

Her anxiety spread to other aspects of the situation. She was 
afraid to resume week-ends at home for the daughter for fear of 
another suicidal attempt, although the patient had improved 
greatly. She feared the girl’s refusal to remain in the hospital and 
assumed that in such a situation the hospital would ‘‘have nothing 
more to do with her.’’ 

The mother first recognized her drive to dominate, after the pa- 
tient angrily explained this to her late in July. With surprise, the 
older woman revealed that consciously she had only meant to make 
suggestions, not to control. Two weeks later she had already begun 
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to stifle her impulse to give advice, and explained her drive as re 
lated to her inability to allow her children to make mistakes. It 
later developed that she feared mistakes would make the patient 
unhappy and a relapse might result. 

Her attempt to ‘‘leave the patient alone’’ was a constant struggle 
for her, Intellectually, she became convinced of the desirability of 
following this course of action, particularly as she saw the patient 
becoming a little more independent; but the effort precipitated con- 
siderable anxiety. She felt as if she were under a constant strain, 
and in this connection gave a description of her rather diffuse com 
pulsive ritual, utilized to avoid continuous anxiety. If the children 
failed to eat one meal she knew it would not hurt them, but it stimu- 
lated great apprehension and, to relieve herself, she had to insist 
on their eating. This pattern she connected with a life-long feeling 
of imminent danger and fear of failure. She could not bear to be 
in doubt. This explained her previous insistence on exact informa- 
tion from the doctors, for she could not accept their statement that 
‘*We must wait and see.’’ 

Next came brief material on her early life. The youngest of 14 
children, she asserted she did not resent her mother’s indifference 
to her; but she seemed to be resentful toward her father, blaming 
him for the early death of an older sister. When she was 11, she 
had felt keenly the departure to America of an older sister who had 
mothered her. She struggled for an education against the opposi- 
tion of her family, and came to America at 18 years of age to attend 
a medical school, having been unable to enter one in Russia. 
Blocked by financial limitations, she took a course in accounting 
at night school. She considers her career a failure because she 
could not complete her education, and her husband a failure be- 
cause, in spite of his professional training, his income is modest. 

Happiness, as the mother conceives it, consists of self-confidence 
and a goal to work for. She was happy until the patient, as an 
early adolescent, did not make friends. At the same time, the 
mother first recognized her husband’s inadequacy in business. 
From then on, she felt that she could never attain happiness except 


through the lives of her children, and felt very strongly the neces- 
sity for the patient to have a successful career. 
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Karly in October, the mother confessed she could not be satisfied 
with the patient’s limited ability. ‘‘It is wrong to put all hopes 
in one child, but that is what I have done.’’ She burst into tears 
ind fled from the interview, but the next week expressed more 
‘learly than ever her feeling of guilt. The worker’s reassurance, 
she said, did not seem to relieve her strong sense of responsibility. 
She reproached herself because she had failed to recognize the pa- 
tient’s early symptoms, at a time when preventive treatment might 
have been arranged, and because her own behavior had been ‘‘all 
wrong.’’ She used to think that her feelings were a reliable guide 
for her behavior, but now she was questioning her own motives, 
realizing that her feelings were inappropriate; and she conse- 
quently was under a constant strain trying to control her behavior. 
Her over-protection, she believed, was a selfish thing, designed to 
assuage her guilt. When her family praised her competence and 
altruism, she felt ‘‘like a hypocrite.’’ It was only in discussion 
with the worker that she could relax, and be trank and honest. 

This was a difficult transition period for the mother, but eventu- 
ally she came to feel that she had ‘*won a victory’’ each time she 
refrained from giving advice. She was quite aware of her depend- 
ence on the worker, saying that often things puzzled her during the 
week and that she delayed making a decision until after an inter- 
view. When she could report progress she felt ‘Slike a ehild who 
wants to be praised.”’ 

It was believed that the new role of consciously controlling her 
hehavior was satisfying to the mother, in that it was a sufficiently 
difficult réle to absolve her from some of her guilt. She did need 
the constant support and encouragement of the worker, particu- 
larly during periods of discouragement. Once she said that the pa- 
tient might be better off without a mother than with such a poor 
one. 


By the end of October, it was believed that the mother’s guilt was 
considerably lessened, and it seemed possible that she was ap- 
proaching the point where she might be able to allow her children 
to live their own lives. It was anticipated that in time she would 
find it less of a strain to control her impulses, and that she might 
eventually become more tolerant toward herself. 
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PSYCHOTHERAPY, NOVEMBER, 1940, THROUGH JUNE, 1941 

Following her discharge, the patient continued regular weekly 
interviews of one-half hour each. She continued to be productive, 
describing her vocational experiences and plans, her recreational 
activities and contacts with men. The greater part of her time, 
however, was spent in discussing her conflict with her mother and 
deseribing at length her own attempts to assert herself. Actually, 
the patient’s ‘‘independent’’ behavior appeared more like nega- 
tivism. She would not accept any advice from her mother, but did 
react realistically to the advice of adults outside the family. At 
first, no attempt was made to show the patient the extent to which 
her behavior expressed over-compensation for her own inadequacy. 
She was allowed to continue utilizing the therapist for support, and 
would often try out her opinions on the therapist before announc- 
ing them to her family. Since she had only recently allowed her- 
self any rebellion, it was believed that she needed a period of overt 
expression to negate her previous dependency, and that this would 
be a step toward her goal of becoming ‘‘an independent individual.”’ 
By March her behavior was causing considerable tension in the 
family. Since she had maintained her improvement, interpretation 
of the real situation was no longer considered a threat, and the 
therapist began gradually to point out to her the meaning of her 
behavior. This was continued throughout the remainder of this 
period. 

There were periods, while the mother was seeing the social 
worker regularly, when the patient reported an improvement at 
home. At these times her manner was freer, more relaxed and 
more vivacious. Apparently the idea that her mother was also 
making some effort to change consoled her. It was also true, how- 
ever, that the mother obtained at least temporary relief from her 
constant anxiety, and for short times after her interviews with the 
social worker she would be more relaxed. When the conflict at 
home was severe, the patient appeared wan, listless and slightly 
preoccupied. At these times the mother reported a transient re- 
turn of mannerisms, diarrhea, and considerable fatigue. 


The extent of the patient’s progress is illustrated by the follow- 
ing three dreams in May: 
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1. This illustrates her use of the therapist in her fight to free 
erself from her mother, 

‘I was growing radishes, tomatoes and seallions in our back yard. My 
other was picking the tomatoes which were up, but which had blemishes. | 
id ner l’d like to send some of the vegetables to Dr. LL. to show her what | 
ad produced in my leisure time. My mother answered that such vegetables 
ere cheap enough to get in the stores and there was no reason to send them 

| repeated again that I wanted to send them to Dr. L. because the vegetables 
were the product of my ereative effort in my leisure time. I thought to my- 


} 


that this method of reereation was better than reading because it It 


} 
it 
Cit 


mm, € 


no after effect of headache. My mother gathered up the vegetables she had 
= + , + + ] rT ? 

been picking and went up the steps to the kitchen. 

2. This gives an indication of normal libidinal development. 


‘[ was in a cafeteria with this ex-bov-friend of mine. And then he got to 
‘ting very affectionate towards me We were with other people. 1 got 


very angry and left. Then I walked back and said to him, loud enough for 


the others to hear, ‘I find you very unattractive physically and I can’t bear 


to have vou touch me.’ Then I walked away, but I was faced with the prob 


lem that mv eseort had my\ cheek One of the waitresses, who had seen the 
row, helped me out. She told me to take a check from the box and look at 
the clock at the same time and I wouldn't be noticed. I did that and got 


nvself another check, 


Just as I was about to leave I met Jack and he said, ‘Come on baby, I'll 
treat you.” So I went with him. In the meantime the place had turned into 


ye whe re aleoholie beverag S wert sold and there were women ot doubtful 


reputation to entertain the men. I walked behind the young man and we 
] 


passed the table where my other boy-friend was sitting and I thought to 
myself, ‘Now he’ll see that I have another date.’ We also passed a table 
where Adolphe Menjou was sitting. The marks of dissipation showed on 
his face, and to clinch matters he was in a drunken stupor. My escort and 
[ went to a certain part of this cafeteria where motion pictures were shown. 
\We were the only ones there. Jack sent an attendant to fetch his friend 
who happened to be Adolphe Menjou In the meantime he put his arms 


} 


around me. There was a slight cont 


ict within me, and then I deeided to 
follow the line of least resistance and to permit his embraces. The four 
negro women, nude to the waist, brought in Adolphe Menjou. One of the 
male attendants of the place made me leave. He said that a young girl like 
me shouldn’t be in such a place and indulging in petting. And as I left 
by myself I thought, ‘Oh why do men want my body, oh why?’ si 


TAN 1945—H 
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3. This dream indicates continued conflict about independence, 
and a desire to escape the struggle by returning to the hospital. 

‘*] dreamed that I was in a hospital for the mentally ill. My mothe: 
came to see me and | screamed and shouted and stormed, I was supposed 
to go home from the hospital. The attendants at the hospital felt that | 
wasn't well enough to go home. My mother wrote me a card saying that she 
would be miserable if | didn’t come home. I was talking to one of the per- 
sons who worked at the hospital and she was trying to find out how I felt 
about things. I said I was not unhappy at the hospital. In my mind ther 
was an important distinction to the fact that I used two negatives to express 
how I felt instead of the positive. To have said I was happy at the hospital 
would not have indicated exactly the state of my feelings. 

‘*My brother was in the dream too. I think he was at the hospital but | 
ean’t remember what part he played. The dream as a whole was ver) 
vague and incoherent. 

‘*T also dreamed that I was placed in a strange situation by a person in 
authority and my reactions were carefully observed. It took me 75 units of 
time to complete doing whatever the situation called for, and it was consid- 
ered that I was neither very slow nor very quick in getting done.”’ 

In discussing these dreams and others, the patient was encour 
aged to form her own interpretations and to utilize free associa- 
tion toward this end. Ordinarily she was able to understand them 
with a minimum of assistance from the therapist. 

On several occasions, the patient asked how long she must con- 
tinue under treatment. Implicit in these requests, was her desire 
to prove to herself and to her family that she was completely well. 
Also involved, was her occasional transference to the therapist of 
the revolt she was enacting toward her mother. In May, this tend- 
ency was interpreted to her when the therapist advised her to con- 
tinue treatment, and she aeceused the therapist of being ‘‘dom 
inating.’ 

Soon after this, the patient spoke, for the first time, of her rela- 
tion to her father. She admitted that often she hated him and felt 
she would like to choke him, for he was self-centered and not con- 
siderate of others. Her mother, she said, was at least making an 
effort to understand and was keeping regular appointments with 
the social worker to this end, but her father was quite unsympa- 
thetic. At this point, the therapist explained that the patient still 


a 











LILLIAN KATZ KAPLAN, M. D. 115 


1 


had many problems to consider. For a year, she had been pri 
marily concerned about her relationship to her mother. It might 
also take some time to work out her relationship with her father. 
Following this, although she still had many complaints about her 
mother, she expressed increasingly her dislike for her father. This 
eemed to be based partly on competition with the father for the 
mother’s attention. 

Upon completion of her business course, the patient spent a month 
actively looking for work. At first her lack of sueecess intensified 
her feeling of inadequacy. The result was increased irritability at 
home and some increase in fatigue. The therapist encouraged ex 
amination of the reality situation and continued to emphasize the 
patient’s real potentialities. The result was a decision on the part 
of the patient to improve her secretarial skills further, as she be 
lieved she was not quite ready to take a position. This decision 
precipitated further conflict with the mother. The latter could 
hardly bear her tear that the patient would never work, and in 
order to relieve her own tension endeavored to push the patient 
toward employment. 


CASE WORK WITH THE PATIENT, NOVEMBER, 1940, THROUGH JUNE, 1941 


The last month in the hospital and the first month at home, the 
patient spent in completing her plans. Inexperienced in assuming 
responsibility for her own lite, the patient needed to colleet con- 
siderable information before making each decision, and she dis 
cussed the pros and cons of what she had learned with the social 
worker during weekly interviews. She did take the initiative in 
making these investigations herself, and visited a large number of 
business schools before she made her selection and started her 
course six weeks after her discharge from the hospital. 

Although she did not ask the worker to decide for her, she uti 
lized the worker’s approval of her decisions to counteract her own 
uncertainty. ‘*These discussions clarify my point of view and 
’* The worker continued 
to say little, but indicated warm interest in the patient and ap 


often new ideas oecur to me as a result. 


proval of her activities. Occasionally, by a comment, she might 
stimulate an elaboration of what the patient was trying to express. 


After discharge it was at first difficult to evaluate the mother’s 
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reports, for the latter was apprehensive and constantly looking for 
signs of regression. The worker’s contacts with the patient, how- 
ever, provided an opportunity for direct observation. Actually, the 
patient’s general behavior after discharge showed a marked im- 
provement. The mother’s reports, therefore, could be interpreted 
as exaggerations based upon her own great anxiety. 

Six weeks alter discharge, the patient was asked if she felt any 


* 


tendency to **slip back under her mother’s domination.’’ She re- 
plied, ** There is no longer any danger of that. I find that I have 
changed a great deal as a result of my hospital experience. The 
new self is now an integral part of me and I have no fear of losing 
it. My parents do not seem to appreciate the change in me, but, 
figuratively speaking, I have cut the umbilieal cord.”’ 

When the mother was not keeping appointments during January 
and February, the patient reported to the worker as well as to the 
therapist the increased conflict at home. This was interpreted as 
the patient’s attempt to show the worker the seriousness of the 
home problems and to ask indirectly for help. 

During the ensuing months the patient continued to discuss the 
pros and cons of practical decisions, usually coming to a conclusion 
by the end of the interview. In March, she announced that before 
her illness she had never thought about what kind of a person she 
was. ‘**Now I realize I am not intellectual. I do not like to study 
hard, and prefer to have fun.”’ 

During April and May, the patient saw the worker less fre- 
quently and for only brief interviews. She seemed to be drawing 
away from contact and finally said that she would plan to keep in 
touch with the worker by letter, but would not come in for inter- 
views unless she had something definite to discuss. During this 
period, the mother was again coming for regular interviews, and 
the conflict at home continued, with the patient projecting all the 
blame for her difficulties on the mother. Since the mother frankly 
enjoyed her interviews, it seemed possible that the patient identified 
the worker with the mother. With the patient’s increasing confidence 
in her own ability to handle practical matters, and the resultant 
lessening of her need to depend on the worker, it seemed possible 
that she was freer than before to follow her negative impulse and 
draw away from the worker. Her decision was accepted as an indi- 
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eation ot her drive for independence, and, in addition, because it 
was believed that agreement from the worker on this point would 
facilitate the patient’s utilization of the worker in the future. 

In June, a few weeks later, further evidence of her identification 
of the worker with the mother was given. The patient asked for an 
appointment immediately atter a brief conversation with her 
mother had upset her. In a rather long interview she was obvi 
ously practising on the worker the arguments she intended to utilize 
with her mother. The worker accepted the validity of the patient’s 
point of view, and again emphasized the patient’s right to run her 
own lite. However, the worker was more active than usual in in 
terpreting the mother’s point of view, and indicating the possibility 
that the patient might have to make decisions without her mother’s 
full approval. A later interview with the mother indicated that the 
patient was following the suggestion of keeping some things to 
herself, 

Throughout this period, the worker’s aim was to help the patient 
to see the reality situation, in so far as she was able to do so. It 
was always necessary to make allowances for her inexperience, im 
maturity, and the radical changes she was undergoing. Material 
discussed was only that which the patient presented spontaneously. 
She never discussed her heterosexual adjustment, and only spoke 
of the family conflict at times when it was most extreme. 


CASE WORK WITH MOTHER, NOVEMBER, 1940, THROUGH MAY, 1941 

The patient’s return home precipitated an increase in the moth- 
er’s anxiety. She was constantly fearful of a relapse and felt in- 
creasingly uncertain about her own behavior. The resulting ten 
sion counteracted her carefully built up ‘‘control’’ and she again 
evidenced her pattern of domination. Unfortunately the mother’s 
own health, combined with a series of domestic and business 
crises, interfered with her regular interviews. She was seen once 
in November, twice in December, and not again until February. 
At this time, since the patient showed some symptoms apparently 
related to her extreme conflict with her mother, and the mother 


seemed to have delayed making an appointment, the case worker 
finally insisted that interviews be resumed. A few weeks later, 
there was another interruption due to the brother’s illness, but this 
time the mother returned without a reminder. 
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During the first interview in February, the mother recognized 
her need for continued support. ‘tI guess | am fooling myself and 
[ am still trying to control.’’ ‘*I need you to remind me.’’ She 
also explained her difficulty in resuming appointments. ‘*When | 
have your sympathetic ear, I lose control and weep. That disturbs 
me, so | keep delaying. I need to have you tell me I must come.’ 
It then developed that there were some realistic reasons for the 
pressure the parents were putting on the patient to work. They 
had incurred considerable indebtedness for the patient’s care, there 
were recent unexpected medical expenses for the mother, and the 
mother’s health was such that there was some question as to how 
long she would be able to continue working. In spite of this, the 
family had borrowed money for the patient’s business course, 
which had been recommended by the hospital as a transition ex 
perience, 

It was not until April that the mother was again able to allow 
the patient relative freedom. At this time the mother made two 
important revelations. The first was her own discovery—that she 
was so closely identified with the patient that her own moods were 
completely dependent upon the patient’s moods. She wanted the 
patient to be happy so that she could be happy. This attitude, she 
felt, was selfish and wrong. The other discovery was that the dif- 
ficulty in her relationship with the patient was not all due to the 
mother. Even when she stopped trying to advise and control, the 
patient continued to interpret every remark as ‘‘domineering.’ 
The mother was considerably relieved after this discovery. It oc- 
eurred to her spontaneously, and its significance was then pointed 
up by the case worker. This led to the conclusion that the patient, 
still young and insecure, did need adult guidance and could take it 
from others but not from her mother. Within two months, the 
mother found that she was no longer under a constant strain, and 
that it was rather a relief not to feel that the patient’s life was her 
responsibility. An indication of the validity of this change was 
her final ability to leave with the patient the decision about future 
psychotherapy. After one argument, she gave up discussing it 
with the patient and tolerated uncertainty for several weeks. 

During this same period the mother reported her own realization 
that she tended to be overanxious, and now had developed a habit 
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of **talking herself out of worrving’’ by 


reminding herself of re 
assurance given at intervals by the worker. She felt more confi 
dence in herself and really came to believe that if she followed the 
hospital’s advice she would be doing everything within her power 
to help the patient remain well. She was able finally to come to in 
terviews without experiencing anxiety symptoms, as had been the 
case up to March. Small events, however, still precipitated anx 
iety, and she continued to utilize her relation to the worker for sup 
port, reassurance, and an opportunity to develop further her own 
understanding. Actually, when she was not feeling acutely anx 
ious, the mother could work out of her own contusion through ver 
halization, and needed help from the worker only when she had dif 
ficulty in expressing what she wanted to say. In addition, she re- 
ported that interviews were her only outlet for complaining about 
the patient, and it was believed that the hostility dispelled in this 
way made her feel more at ease when at home. 


(‘on« LUSION 


The writer has presented the treatment approach utilized in a 
ease of hebephrenie schizophrenia. The patient, a 21-year-old col 
lege graduate recovered from her acute illness following a course 
of insulin treatment, Sakel technique. She was no longer halluei 
nated, knew that she had been ill, but had no understanding of the 
emotional conflicts which had acted as precipitating factors, namely 
inability to emancipate herself from dependence on her parents and 
to form satisfactory heterosexual relationships. Two months later, 
she showed indications of regression and she attempted suicide. 
Her illness, her suicidal attempt and her attempts to leave the hos 
pital were interpreted as attempts to escape facing emotional con- 
flicts which seemed to her insoluble. 

Placed on ambulatory insulin, she began for the first time to ex 
amine her problems. At first she could only write her thoughts 
during the periods of hypoglycemia. Within a few weeks time she 
was able to verbalize her problems, and in six weeks she was talk- 
ing freely at any time of day. A month later, she expressed criti- 
cism directly to her mother. After four months of ambulatory in 
sulin, psychotherapy, and social case work, the patient had de- 
veloped considerable insight and was able to handle practical mat 
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ters satisfactorily. The mother, too, had progressed, and it was 
noted that the mother and patient each reacted to changes in the 
other. 

In the first eight months after the patient was discharged from 
the hospital as **much improved”’ she maintained her improvement. 
During this time she completed a business course and acquired ex 
perience in a number of temporary positions in connection with the 
course. On her own initiative she took retraining in speech, a short 
course In radio operating in connection with defense, and also made 
an active effort to meet new friends through clubs, the city play- 
grounds, ete. During this period the patient struggled with the 
special problem of her relation to her parents and endeavored to 
prove her own adequacy and become an independent person. She 
attacked these problems actively, utilizing the therapist construc 
tively. 

From 1941 to the present time, the patient has been seen and in- 
terviewed on the average of twice a month. She passed a civil serv- 
ice eXamination and is now holding a civil service position, doing 
typing and stenography. She has been promoted twice. Appar- 
ently she is making a good adjustment with the people in the of- 
fice. Her social life has continued to be productive. She is reach- 
ing out at all times for new contacts and at present is showing a 
good sense of discrimination and ability to weigh a problem as is 
shown by the following extract from a recent letter: ‘* Just serib- 
bling a note to tell you that the boy proposed to me over an ice 
cream soda, and | told him that I couldn’t contemplate marriage to 
him when he had to leave in a week or two.”’ 

Of greatest importance in the treatment method of both psychi- 
atrist and psychiatric social worker was the noncritical acceptance 
of the patient and her mother at each stage in their progress. Both 
were able to respond because they were intelligent, had consider- 
able verbal facility, and developed strong, positive feelings toward 
the therapist and case worker, respectively. In addition, the mother 
had a great need to help the patient, and the patient made a real 
effort to solve her own problems, once she had decided to do so. 

The work of psychiatrist and social worker was closely coordin- 
ated through frequent conferences, and was based upon a common 
point of view and common treatment goals. Both based their un- 
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THE EXPECTATION OF PSYCHOSES WITH CEREBRAL ARTERIO- 
SCLEROSIS IN NEW YORK STATE, 1920, 1930, 1940 


BY BENJAMIN MALZBERG, Ph.D. 


The most striking phenomenon shown by the statistics of mental 
disease is probably the increase in psychoses with cerebral arterio- 
sclerosis... Admissions with such disorders to the New York civil 
State hospitals were first reported in 1912, and in that year they 
constituted 2.9 per cent of all first admissions. In 1920, these psy- 
choses represented 7.8 per cent of all first admissions. In 1930, 
they included 14.3 per cent of all first admissions; and, in 1940, the 
relative prevalence had increased further to 19.9 per cent. There 
Was a corresponding upward trend in the number of first admis 
sions with such psychoses per 100,000 general population. The 
rates increased from 1.8 in 1912, to 4.9 in 1920, to 10.3 in 1930, and 
to 19.2 in 1940. 

There have been attempts to deny or at least to reduce the sig- 
nificance of such data. The first efforts to deny the obvious impli- 
cations had to do with the change in the average age of the general 
population, and the relative increase of those aged 60 years and 
over. It is said that the chance of developing a psychosis with 
cerebral arteriosclerosis has really been constant, but since the 
population exposed to such a psychosis has increased there must 
be a correspondingly greater number of such first admissions, This, 
however, is a wholly fanciful line of reasoning. It will be shown 
that far from being constant, there has actually been an increase in 
the specific age rates of first admissions with psychoses with cere- 
bral arteriosclerosis. If we apply these rates to a constant popula- 
tion used as a standard, we ean eliminate the effect of the aging of 
the general population. We may use the population of New York 
State, aged 45 vears and over on January 1, 1940 as a standard. 
Dividing this population into intervals of five vears and applying 
the appropriate rates of first admissions with psychoses with cere- 
bral arteriosclerosis, we find that the standardized rates of first ad- 
missions with such psychoses were 21.3 per 100,000 population in 
1920, 44.4 in 1930, and 66.7 in 1940.2 From this point of view, there- 
fore, there can be no doubt of the validity of the interpretations of 
the rising trend in the relative prevalence of such psychoses. 
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Objections are sometimes raised, however, that for many vears 
-vehiatrists did not differentiate clinical] \ between the senile Psy 

es and psychoses with cerebral arteriosclerosis. The distine 
mn was introduced by Dr. August Hoch only in 1912, and it re 


quired time for the psychiatric world to recognize the differentia 
tion. Consequently, it is probable that the low rate of first admis 
ions With psychoses with cerebral arteriosclerosis in 1912 and the 
rapid increase through 1920 represented, in part only, a shifting 
diagnoses trom one group to another. This must be admitted, 
vithout, however, refuting the evidence of the rising trend since 
1920. Through the influence of the teaching facilities of the Psy 
‘hiatrie Institute, the clinical signs of the arteriosclerotic syndrome 
have been well defined in New York State, and the fluctuations due 
to different standards of diagnosis have been reduced to relativels 
small limits. Hence, the fact that arteriosclerotic mental disorders 
were not well differentiated before 1920 does not invalidate the 
evidence of the increase of such disorders during subsquent dee 
ades. Again we conclude, that the evidence points toward an in 
crease in such mental disorders. 

One further objection is raised. It is stated that patients with 
old-age psychoses are now readily hospitalized, whereas two and 
three deeades ago families were loath to send parents and other 
elderly relatives to mental hospitals. This is equivalent to saying 


4 | 


once more that the chance of developing a mental disorder is con 
stant, but that the chance of being admitted to a hospital has in 
creased. It is difficult to assess the weight of such arguments, 
which are very largely impressionistic. To argue, as 1s sometimes 
done, that rapid urbanization has made it necessary to send such 
patients out of the home to the hospital is certainly an exaggera 
tion, for in the great metropolitan centers from which most of the 
patients come, housing conditions have improved, so that it should 
be easier to eare for such patients at home. It is, then, not so much 
a change in living conditions as in the attitude of the general pub 
lie toward mental hospitals, that is thought to account for the in 
crease in admissions. It cannot be denied that these hospitals are 
now viewed more sympathetically than in the past. Such a change 
in attitude could account in part for increased admissions, but can 


it explain the very rapid increase during the past 20 years? This 
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does not seem likely in view of the fact that during the same period 
admissions of patients with other types of psychoses have been de. 
creasing, though the social pressures for admission to a hospital 
have frequently been greater than in the case of the aged. 

Our first conclusion, therefore, is that first admissions with psy- 
choses with cerebral arteriosclerosis have shown a significant up 
ward trend. However, data of this type tell us only what is the 
chance of a member of a given population aggregate developing 
such a mental disorder within a vear. It may well be asked, what 
is the chance that an individual of any specified age will develop a 
psychosis with cerebral arteriosclerosis before he dies. If the speci- 
fied age is taken at birth, the resulting probability is called the ex 
pectation of such a mental disorder at birth. 

The expectation of mental disease depends primarily upon a 
knowledge of the number who develop a mental disease in a unit of 
time. In actual practice, we know only a part of this total—namely, 
those who are admitted to a hospital for the treatment of mental 
disease, and consequently we should speak of the expectation of 
first admissions with a mental disorder. It is the writer’s experi 
ence, however, that the statistics of first admissions in New York 
State are an excellent approximation to the probable true number 
of new cases, and he will, therefore, use the expression ‘‘expecta- 
tion of a mental disease’’ as a shorthand method of describing the 
chance of being admitted for the first time to a State or licensed in- 
stitution for the treatment of mental disorders in New York State. 

The expectation of a psychosis with cerebral arteriosclerosis de- 
pends upon the joint effects of the rates of first admissions with 
such psychoses and the rates of mortality of the general popula- 
tion. All first admissions to all institutions for mental disease in 
New York State—public and lcensed—are included in the analysis. 
Contrary to earlier usage, the statistics of the licensed institutions 
now include all first admissions, both committed and voluntary. 
For administrative reasons, detailed data with respect to the vol- 
untary admissions to the licensed institutions were not available 
prior to 1941. However, by utilizing certain data with respect to 
the ages of such patients on file in the statistical bureau of the De- 
partment of Mental Hygiene, it was possible to make reasonable 
estimates of the age distributions of the entire groups of first ad- 
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missions to such institutions. First admissions with psychoses 

ith cerebral arteriosclerosis during the fiscal periods 1919-1921, 
1929-1931, and 1939-1941 furnish the basis of the present statistical 
analysis. The admissions were grouped, by sex, in intervals of five 
vears, from which central values were computed in the usual man- 
ner, These were converted into true probabilities, and intervening 
ates of first admissions were found by interpolation. 

The mortality data (q_) tor New York State for 1920 were ob- 
tained by interpolation from the abridged life tables prepared for 
the United States Bureau of the Census by Elbertie Foudray. 
The mortality rates for 1930 were prepared by the statistical bu 
reau of the Metropolitan Life Insurance Company, and were made 
available through the courtesy of Dr. Louis |. Dublin. The rates 
of mortality for 1940 were prepared by the statistical bureau of 
the Department of Mental Hygiene. 

The expectations of mental disease were then obtained as follows. 
Let 1_ represent the population alive and mentally well at exact 
age x. Multiply 1, first by the probability of total first admissions 
at age x, and thus obtain the expected number of first admissions 
in the xth year. Multiply 1. again by the probability of first ad 
inissions with psychoses with cerebral arteriosclerosis at age x and 
obtain the expected number of first admissions with such psycho 
ses. Deduct from 1 7 the number of first admissions (all psychoses), 
and multiply the remainder by the mortality rate at age x. Deduct 
ing the expected number of deaths, we have a new remainder, 
1,., Which represents the number alive and sane at age (x+1). 
The process is repeated until we reach that age beyond which we 
may expect no further first admissions with a psychosis with cere 


} 1 


hal arteriosclerosis. Starting at this highest age, we add back cu 
mulatively the total of first admissions with psychoses with cere 
bral arteriosclerosis at each age. The cumulative total at each age 
is then divided by the value of 1, at the corresponding age to give 
the required expectation at that age. As an illustration of the pro- 
cess, we may consider the following: According to the experience 


of 1939-1941, there were 77,134 males alive and sane at the age ot 
0, out of 100,000 at birth. From this total, we derive 121 first ad 
missions, of which 10 were psychoses with cerebral arteriosclerosis. 
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Deduct 121 from 77,154, and multiply the remainder by the rate ot 
mortality at age 50. This will give the expected deaths among 
those remaining sane at age 50. Deducting this total, leaves 75,972 
alive and mentally well at age 50. This process is repeated to the 
end of the table. The cumulative total of first admissions with psy 
choses with cerebral arteriosclerosis at age 50 is 1,896. The latter, 
divided by the total alive and mentally normal at age 50 (77,134), 
gives 245.8 per 10,000, which is the expectation of a psychosis with 
cerebral arteriosclerosis among males at age 50. All other expec 
tations were derived in a similar manner. 

The expectation of a mental disease depends in the first place 
upon the annual rates of first admission (expressed in terms of 
probabilities). One may, therefore, begin the analysis with a de 
scription of these rates, a summary of which is provided in Table 1. 

In 1920, the probability of a first admission with a psychosis with 
cerebral arteriosclerosis showed an increase among males from 0.04 
per 100,000 aged 30 to 74.8 at age 67. This was followed by a down 
ward trend to age 85, where the probability was 51.3 per 100,000. 
It is difficult to attach significance to the trends in the rates at ages 
beyond 80, owing to the possibility of chance fluctuations among 
relatively sinall populations exposed to risk. In 1930, the proba 
bility of such a mental disorder was very small and statistically un- 
reliable below age 30. At age 40 the rate was 1.0 per 100,000, and 
this increased to a maximum of 209.9 at age 82. Beyond that age, 
the rates declined rapidly. It is evident, however, that at each age, 
the probability of a first admission with a psychosis with cerebral 
arteriosclerosis was significantly greater in 1930 than in 1920. The 
increase was relatively greater at the older ages, especially after 
age 70. In 1940, the probability of a first admission with a psycho- 
sis with cerebral arteriosclerosis showed increases from a minimum 
of 0.7 at age 40 to 297.1 at age 78. After a decline to 276.3 at age 
85, the rate increased to a maximum of 451.4 at age 95. Again, 
there was a relative increase during the decade at each age, though 
the rate of increase was less than during the previous decade. 


In general, there were similar trends among females, though at a 
lower level than among males. In 1920, the probability of a psy- 
chosis with cerebral arteriosclerosis among females was a minimum 
of 0.6 at age 40. The curve rose to a maximum of 45.7 at age 77, 
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and then declined. In 1930, the probabilities exceeded those in 
1920, being in excess by over 200 per cent at the older ages. The 
rates grew from a minimum of 0.2 at age 35 to a maximum of 120.1 
at age 78. There was a similar curve in 1940, though the rate of 
increase was less than during the previous decade. The rate rose 
from a minimum of 0.4 at age 35 to a maximum of 224.0 at age 77. 
Iixcept for a few minor exceptions, the male rates exceeded those 
of the females at all ages (see Table 2). In 1920, the male rates 
TABLE 2. Ratio OF RATES OF FIRST ADMISSIONS WITH CEREBRAL ARTERIOSCLERO 
(PER 100,000 POPULATION) AMONG MALES TO THAT OF FEMALES, NEW YORK 


STATE, 1920, 1930, AND 1940, AT SPECIFIED AGES 


1920 1930 1980 


Exact Males Females Ratio of Males Females Ratioof Males Females Ratio of 
age (a) (b) (a) to(b) (a) (b) (a) to(b) (a) (b) (a) to (b 
ratio 
ee 
BAR Sales care 
De soc ne 
Be asecas : 
Bates x whee 0.2 
BD wera 0.2 co aes ek 
Se enw a 0.4 ; aera ° 0.2 5.00 0.4 i-pata 
Me cenaoiene 0.7 0.6 1.17 1.0 1.7 0.59 0.7 0.7 1.00 
eee 0.9 2.0 0.45 , 4.2 0.54 1.0 2.8 0.36 
| Re a 5.7 4.9 1.16 9.8 10.3 0.95 13.4 10.7 1.25 
ERR eiacsseels 15.6 15.9 0.98 30.4 26.6 1.14 39.1 31.4 1.24 
Oh senees 33.2 27.9 1.19 62.3 44.9 1.39 84.0 70.7 1.19 
ae 65.2 31.6 2.06 96.9 68.5 1.41 150.2 118.7 1.27 
ee) a tciaee ace 64.4 32.0 2.01 137.6 $2.4 1.67 201.1 148.9 Lo 
5 60.9 42.4 1.44 185.7 107.6 1.73 269.5 205.0 1.31 
eee 63.3 35.9 1.76 204.9 117.9 1.74 288.4 194.8 1.48 
rere 91.3 26.2 1.96 188.2 98.2 1.92 276.3 184.1 1.50 
BO tetakinne 72.2 35.4 2.04 145.0 76.9 1.89 17.1 161.1 1.97 
BP i icierwiass 451.6 109.7 4.12 








*Less than 0.05. 
were in excess in fluctuating amounts, but in 1930 and 1940 there 
were distinct increases in the curve of excess with advancing age. 
The male excess was especially evident in 1930. 


Despite the chances of random fluctuations at the higher ages, 
it is, nevertheless, noteworthy that only among males in 1940 was 
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ere an increase in the probability of first admissions with psycho 


s with cerebral arteriosclerosis after ages 75 or 80. This appar 





ent uniformity lends support to the probability that the rate actu 
v does decrease alter these ages. We may, therefore, speculate 
as to the reason tor such a trend. ‘The latter differs from that 
wn in connection with the senile psychoses, where the rate ad 
inces steadily with age. Assuming that the diagnostic criteria 
ave not changed among those aged 75 or over, then it is possible 
that selective influences are at work in extreme old age. It may b« 
nm for granted that those manifesting severe arteriosclerotic 
hanges in later life died in rela ivel\ large pr portions betore 


eaching the age of 80. Those surviving this age must have been 


selected biologically with re spect to the possibilities ot hyperten 
on, and thus are exposed only to the usual degenerative processes 
of senility rather than to specific arterial changes. 

rom a consideration of annual rates (and probabilities) of first 
admissions, we may proceed to a description of the expectation of 
psychoses with cerebral arteriosclerosis. These are summarized 
in Table 3. 

Among males there was an expectation of 51.2 per 10,000 at 
birth; that is, of 100,000 male births, 512, or 51.2 per 10,000, will be 
adimitted to a hospital with a diagnosis of psychosis with cerebral 
arteriosclerosis before they die. The expectation increased 
smoothly and regularly to a maximum of 83.8 at age o8, and de 
creased rapidly thereafter. As there were no first admissions with 
such psychoses after age 94, the curve ends at this age with an ex 
pectation of 16.1 per 10,000. The general picture of the cor 
responding expectations was the same in 1930 and 1940 as in 1920, 
with a rise to a maximum at or close to age 60, and a decline there 
after. However, the expectations in 1950 exceeded those of 1920 
by percentages varying from 100 to 200. In 1930, the expectation 
at birth was 113.9 per 10,000, which exceeded that of 1920 by 122 
per cent. The maximum expectation was 173.0, which was reached 
at age 58. Between birth and age 45, the expectations of 1950 ex 
ceeded those of 1920 in a decreasing ratio. At the age of 45, the 
excess was 100 per cent. At later ages, the excess grew steadily, 





reaching 205 per cent at age 80. The expectation at birth was 191.6 
in 1940, an increase of 68 per cent since 1930, and an increase of 274 
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decade, and a decline thereafter. In 1920, the expectations in 

ased from 57.4 per 10,000 at birth to 54.8 at age 53. In 1920, 

ev increased from 95.4 at birth to a maximum of 123.8 at age 54. 
(he expectation at birth increased by 155 per cent. There was a 
further increase in 1940, when the expectation at birth reached 
186.3. an inerease of 95 per cent over 1930, and an increase of al 
most 400 per cent since 1920. Thus, though females had lower ex 
pectations than males, there was a much more rapid increase 
among the former. This is shown clearly in Table 4. In 1920, the 
TABLE 4. RATIO OF EXPECTATIONS OF PSYCHOSES WITH CEREBRAL ARTERIOSCLEROSI 

AMONG MALES TO THAT OF FEMALES, NEW YORK STATE, 192 
1930, AND 194 4 SPECIFII AGI 
1920 1940 

Exa Males Females Ratioof Males F* s R Males Females R: f 
age (a) b a) to (b a) " I ‘ 
| ew Beenie 51.2 37.4 Lies 13.9 95.4 | 191.6 186.3 ] 
waka 58.8 42.0 1.4( 124.4 102.4 121 6202.4 194.4 1.04 
Oe 59.7 2.5 1.4( 125.8 103.4 2 203.7 195.5 1.04 
BaP erie betas 60.4 43.0 1.40 127 ] 1.22 204.8 196 1.04 
A kc ete 61.9 43.8 1.41 128.9 105.4 1.22 206.9 197.7 1.04 
. ae 63.9 45.1 1.42 131.8 197.4 1.2 210.1 200.4 1.05 

capa 66.3 46.9 1.41 135.1 ] S bz 213.¢ 2 1.05 
a RS 2 69.1 48.7 1.42 139.2 122.6 1.24 218. 206. 1.06 
ev 72.2 50.7 1.42 144.7 115.7 125 «224.6 =. 210.9 1.06 
Be taases 76.0 52.6 1.44 151.8 118 28 233.4 216.6 1.08 
Bee 80.3 54.2 148 161.1 12 132 245.8 223.2 1.1 
2 ae 83.2 54.4 1.53 169.9 123.7 3 256.t 228.2 L313 
Ce seen 83.2 49.7 1.67 172.¢ 119.8 1.44 262.9 226.1 1.16 
el aes a cn 75.3 41.6 1.81 168.6 11] 1.51 256.6 210.5 1.22 
oO dS waws 56.3 34.8 1.62 157 17 1.62 234.3 184.7 ) .27 
aa gadis 44.9 28.6 1.57 135.2 Su. 1.64 206 154.2 1.54 
ee ates arata 33.9 18.0 1.88 103.5 7) 1.73 160.5 105. 1.52 
| eee 26.7 13.7 1.94 68.58 27 1.82 129.7 77.8 1.67 
ve weakens 28.6 12.6 2.27 40.1 21.7 1.84 125.( 90,1 2.5 
OB i cue dines 129.3 8.4 4.55 
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male expectation at birth exceeded that of females by 37 per cent. 
In 1930, the excess fell to 19 per cent, and, in 1940, it amounted to 
only 3 per cent. In each year, the ratio of the male rate to that 
of the female increased with age, but at almost every age the ratio 
was less in 1930 than in 1920, and less in 1940 than in 1930. 

The preceding data may be summarized as follows: The expec- 
tation of a psychosis with cerebral arteriosclerosis increased at 
birth among males from 51.2 per 10,000 in 1920 to 113.9 in 1930, 
and to 191.6 in 1940. The expectation increased by 122 per cent be 
tween 1920 and 1930, and by 68 per cent between 1930 and 1940. 
These are noteworthy increases, compared with the growth in the 
expectation at birth of all psychoses combined. Thus, the general 
expectation at birth increased among males by only 33 per cent be- 
tween 1920 and 1930, and by 26 per cent between 1930 and 1940.* 

Among females the expectation at birth of a psychosis with 
cerebral arteriosclerosis increased from 37.4 in 1920, to 95.0 in 
1930, to 186.3 in 1940. The rate of increase was 155 per cent be- 
tween 1920 and 1950, and 95 per cent between 1930 and 1940. The 
general expectation at birth of all psychoses increased among te 
males by only 16 per cent from 1920 to 1930, and by 47 per cent be- 
tween 1930 and 1940.* 

There is a further significant contrast. The expectation of all 
mental disorders increased rapidly to maxima at ages ranging from 
10 to 15. There was a slight decline between 1920 and 1940 in the 
age with the maximum expectation. The age of maximum expec- 
tation of a psychosis with cerebral arteriosclerosis was consider- 
ably higher. Among males, this age increased from 58 in 1920 to 
60 in 1940. Among females, the age with the maximum expecta- 
tion increased from 53 in 1920 to 56 in 1940. 

The expectation of a mental disease depends not only upon the 
rates of first admissions, but also upon rates of mortality. If the 
latter decrease, then the expectation of mental disease will increase, 
even though the rates of first admission remain constant. There 
has been a gratifying decrease in general mortality since 1920, es- 
pecially during the decade 1930-1940. It is of interest therefore to 
inquire what would have been the expectation of a psychosis with 
cerebral arteriosclerosis had there been no changes in rates of mor- 








ny» 
ede) 


l 



































(q) 07 (0) 
30 O1yBy 





v 


} 





0 o1uy 








OFG6I 


so[B]V 




















6 Tcl ‘ L 
! | 69 
, nha 
he) 1 

’ | GeO 
Y6GI 6°19 
L9Gl PO9 





(B) 





OcEl 


10 SNOLLVLOGdXY 





DIOVIB Pea ivpu 
pie 

ee C6 

.* eeeee CR 

cee eeeeeresees 1G 

. eC} 

’ 

eg 





CAZIGUVGNVLE “GS AAV, 
a 








134 EXPECTATION 


TABLE 6. 


Exact age 


16 


ie GO to GO We OO We 


— 


oe F:8 
— 


— 


bo wm 


w bo bho 


ue 
+ 


op ¢ 


qyyva ava sg 





HOSES WITH 


EXPECTATION OF PSYCHOSES WITH CEREBRAL ARTERIOSCLEROSIS IN NEW 


veloping a psychosis with cerebral arteriosclerosis durin 
: } 5 4 I ie 8 fa 
life of 10,000 alive and sane at beginning 


r of 


Females 


vd. 


40.4 
41.1 
41.5 
41.8 
42.0 
42.1 


9) 9o 


rs 
to bo 
Cle 


bo bo bo bo te 
ooon oS 


wore 


—~ 


a 


wm ooo 
2 OD 


os oe 
or a. 
ie om Sore) 


me ee fe ee He 
DDO anna oO 
“IR OD bo © CI DS 


oro he 
SSS 
Noo fe 


oro 
— 
wie on a) 


' 
7) 
bo 


ve. 
52.6 
52.9 


- 


53.3 


CEREBRAL ARTERIOSCLEROSIS 





“I fo * 





~~ 1 


r= 


Ww 
mem bo OS ee mS 


NOS oe 


x 


qu vas) +) 


a 





9 
o 
s ] 
o. 
9 
vo. 
9 
9 


eee se | 


=> 


go 
@ 























NJAMIN 


BI 


PSYCH‘ 


EXPECTATION OF 


ige 


| i : 1 Dt iO ms ae ~~ mC 

° 3} oO) ! ! 1 ! — ot ot = = - - x y; 

i-_ ee Hm 1 Io FW HS = oo rt ~ noc 

t 5 Vo > we? oe 7 ie oe ! o1 ie SC D t~ iO Ione Wowc 

9 OO 6 OS Ot &  & & & bX I epenosere wow st 

ra ee ee en ee oe | 

f t s ot s i ~ 
oc eoc t~ '- Ir t 

‘1 S es + t DOr i x + Orme “+ Cc 
i 1 1o1 cg fo << =H tO Ot & tt 

= —~reir ee a a 

Ss Aaoe +eore!O ose = SotaomoweonNn wo «= 

> + Hh iO t r < Se Cote le wD SE noc -~ete— O 

mtn 1 1 1 oO! 1ol ! 1 ! ! IN 1 IN A 1°01 IN r a r 


— OO OO OR OR OR RB RS Se Re Re ee ewe ee 


; 


et al re oS t~ 
7 1 Nese ee 
th 0 te sow 
mMonNoooSo = ! 
mowonnouwdn ae od ae 
=?" oS et z ! 7 
HDDDwDes > 
meowtwoct > << ioe 
= in oot nes >) 
re o_o ete OI 
a ee 
> > | IN cS t~ 01 © ID 
—E nk. +Orm-wWDonn 
soe eH ee eH eH eH KF ID 1D 1D WO 


ee ee 








136 EXPECTATION 


TABLE 8. 
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alitv. Let us assume specifically that males and females both had 


» rates of mortality prevalent among males in New York State in 





920, and the rates of first admissions with psychoses with cerebral 
eriosclerosis as shown above in 1920, 1930 and 1940. The results 
re summarized in Table 5. 

Under similar conditions of mortality, the expectation at birt] 
if a psvchosis with cerebral arteriosclerosis among males would 
have increased trom 51.2 per 10,000 in 1920 to 107.1 in 1930, to 152.1 
n 1940. This represents an increase of 109 per cent between 1920 
and 1950, compared with an increase of 122 per cent on the basis 
i the actual mortality. Between 1930 and 1940 the increase would 
have been 42 per cent, instead of 68 per cent. Among females, the 
expectations at birth, based upon constant mortality, would have 
been 33.2 in 1920, 73.1 in 1930, and 117.7 in 1940. These represent 
increases of 120 per cent between 1920 and 1930, and 61 per cent be 
tween 1950 and 1940, Corresponding increases, based upon the ac 
tual rates of mortality, were 155 and 95 per cent, respectively, Part 
ot the increase in the expectation ol a psveh is with cerebral arte 
riosclerosis was, therefore, clearly i@ to decreased rates of mor 
talitv. The effect of the decreasing trend in mortality rates is also 
seen clearly in the sex comparisons. On the basis of the actual rates 
of mortality and of first admissions, the expectation at birth of ¢ 
psychosis with cerebral arteriosclerosis among males exceeded that 
of the females by 37 per « nt in 1920, 19 per cent in 1930, and 3 per 
cent in 1940. Based upon the higher mortality of 1920, the corr 
sponding excesses would have been 64, 47 and 29 per cent, respec 
tively. 

Will the expectation of a psychosis with cerebral arteriosclerosis 
at birth (or elsewhere during the life span) increase in the imme 
diate future? This depends upon the trends in the rates of first 
admissions with such psychoses and in the general mortality rates. 
It is highly probable that the rates of first admissions will increase 
at least for another decade. It is equally probable, that, barring 


unforseen epidemics, mortality rates will continue downward, prob 





ably with a lower rate of decline. Consequently, we must look for 
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ward to a further increase in the expectation of a psyehosis with 


cerebral arteriosclerosis, as a result of the combined effect of an 
upward trend in rates of first admissions, and a decrease in rates 


of mortality in the general population. 


Bureau of Statistics 
Department of Mental Hygiene 
Albany, N.Y. 


REFERENCES 
1. Fifty-fifth Annual Report of the New Y 


ork State D 


epartment of Mental Hygien 


Page 168. 


2. Malzberg, Benjami The increase of mental disease PSYCHIAT. QUART., 17 :497, 


July, 1943. 


Foudray, Elbertie: United States Abridged Life Tables. 1919-1920. Pages 12-15, 
1923. Government Printing Office. Washington, D. C. 
4. Malzberg, Benjamin: General expectation of mental disease at birth. From 


forthcoming paper. 











CAPGRAS’ SYNDROME, A PECULIAR ILLUSIONARY PHENOMENON, 
CONSIDERED WITH SPECIAL REFERENCE TO THE 
RORSCHACH FINDINGS 


BY KARL STERN, M. D., AND DOROTHY MACNAUGHTON, M. D 


In 1923, Capgras described a type of chronic paranoid psychosis, 
which is characterized by a very peculiar symptom. The patient 
fails to recognize the identity of a familiar person, and, instead, be 
lieves him to be a ‘*dceuble.’’ This ‘tdouble’’ resembles the familiar 
person as would an identical twin. 

Following the first description (Capgras and Reboul-Lachaux, 
1923), the disturbance was termed ‘*Capgras’ syndrome’’ in the 
French literature, a term which was subsequently adopted by Brit 
ish authors (Coleman, 1933; Murray, 1936). At first sight, this 
syndrome might be considered simply as another psychotie mani 
festation without any special interest. However, even the first 
communication showed certain features which exceeded the value 
of a mere clinical curiosity. <A close study of the symptom com- 
plex raises questions of a much more general interest, especially 
problems of a psychological, nosological and genetic nature. It 
was from this point of view that the following observations were 
made, 

CASE |] 

M. A. M., an unmarried woman of 42, was admitted to the Ver- 
dun Protestant Hospital, Montreal, in January, 1939. 

Family History (as given by the father). The patient’s father 
has two sisters and one brother. One of the sisters, a school 
teacher, is reported to have had a ‘‘nervous breakdown.’’ No de- 
tails of this are known except for the fact that she did not take up 
her profession again. There is no history of further abnormality 
on the father’s side. 

The patient’s maternal great-grandmother suffered from ‘*per- 
secution mania.’’ She felt that people wished to injure her, and she 
was very bitter against her own family. She died at the age of 80 


and, as far as anyone knows, was never confined to a mental insti- 
tution. 
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The mother’s three sisters are well, but the mother herself was 
always ‘‘suspicious.’* She would see somebody in town who re 
sembled her husband and believing it was actually her husband 
eould never be persuaded to the contrary. The informant remem 
bers one example very vividly when she thus mistook his identity. 
She was looking out into the street through a window, when she 
saw a very drunken man she took to be her husband walking along. 
Half an hour later, the husband came home, perfectly sober. She 
told him what she had seen and he explained to her that it was im- 
possible. First, he had not been walking where she thought she 
had seen him at all and, second, he could not possibly be sober halt 
an hour after having been so drunk. She found this very strange, 
was actually perplexed at seeing him completely sober, and had 
difficulty believing that the man she had seen was not her husband 

finally she admitted hesitantly, *‘It must be a case of double.’’ 
She had great faith in her dreams; and when she dreamed that her 
husband was with another woman, she really believed it and paid 
no attention to his statements to the contrary. 

The parents’ marriage was obviously never happy. In this con- 
nection, it is interesting to know that most of the time, relatives 
of the mother lived in the house. From the father’s account, as 
well as the patient’s, the chief souree of conflict was the mother’s 
attachment to her own people. The mother finally decided to move 
to New York to join her sister. Her husband, who was a Canadian 
government employee, would have forfeited his old age pension, if 
he had moved to the United States and he tried therefore, to dis- 
suade her from her plan. This was of no avail; and at the end she 


went into what her husband ealls a ‘‘sit-down’’ strike, refusing to 
do any housework until he would let her go. This he did finally, 
after having implored her, even at the railway station, to change 
her mind, while it was still possible. She then moved to the United 
States, where he supported her for three years, with the under- 
standing that she could still return if she wanted to. After the 
three vears were over, he did not hear from her any more. At the 


time of the woman’s departure, the patient was 20 years old. 
Personal History. M. A. M. was the only child. She was born 

in Cheshire, England, and went to school up to the age of 16. From 

all accounts, she was a good scholar, and is said to have received 














KARL STERN 





the Junior Oxford University Certifica 
L. R. A. M. when she left for ( 


She worked for ove 


» th 
OF tke 


her parents. 


agency, and subsequently held vari 
and with insurance companies. She 
the age ot 19, but after 101 ths 


ippropriate vocation. 


thorities were satisfied with her. SS 
she held other positions. she would 
that people did not want ! t! 


irst thing that struck her father as b 
from Montreal to Ottawa to t hey 


big insurance company) were dissatis 


She lett 


t } 


‘*freeze her out.”’ 
later her father found out from the 
reeord. 

At one time (the fathe 
from New 


her tather a letter 


man, who wanted to live with he 
father was strictly against this prop 
‘fallen through.’’ 


At about the age of 35, M. A. AL. b 


ailments, and to make many purchi 
unnecessary and ridiculous, for instan 
kind. 

When her father returned fron { 
met him at the boat. She told hn 
father, that her real father had been k 


poster, who resembled he} 


that time, she gradually became a 


went to the police or to detectivs ( 
had been killed in England, and abou 
looked and behaved So Surprising’ 
veloped ideas about people having s 


Her tather, in r 
counts she used to give, as to how he 








ree ve 


‘ ] , 7 ‘ 
rather to al 


lating her story, re 


them was that she had seen her tather 
with another man following. 


‘| nis ii 


141 


NAUGHTON, M. D, 


te. She intended preparing 


anada at the age of 17, with 


ars in an advertising 


iovs at Wes 


newspaper oll 
so had taken up nursing at 


“4d that this was not her 


decision; the hospital au 


ilar situations ar when 


ist 
ra tually Heco Me eonvineed 
ave. In fact, this was the 
She traveled 


lar. 


cul 
hat her employers (a 


and had tried to 


id with he1 


he position under this impression, but 


that she had an excellent 


‘xactly when), she wrote 
ry him that she had met a 


ller 


a ] 
. ‘ + " ‘ ’ 
mal, and it Seems to have 


married. 


an to complain of numerous 


med to the father 


es ol almost expensive 

ip to England in 1958, she 
edi hat he was not her 
1, whereas, he was an lm 
istonishing degree. [rom 
al nuisance, She freque ntly 


her father who 
hat imposter at home, who 


her father. She also de 


things from het 
embered two different ac 
had met his death. One ot 


walk up a flight of stairs, 


an killed her father with a 








142 CAPGRAS’ SYNDROME 


gun. He was a friend, resembling her father closely, and he is the 
swindler who came to visit her later pretending to be her father. 

The second version was that her father was walking up the gang- 
plank of a ship and that a man walking behind him pushed him 
over the edge and into the water. She says she is very fond of her 
father, and she kept on telling the ‘‘imposter’’ how much she loved 
her real father. At the same time, she hated the *‘imposter.’’ Oc 
casionally her grasp of his identity seemed to change within hours. 
For instance, once he was lying on the couch while she was lying on 
a bed. On waking up from her nap, she saw her father lving on the 
couch; and she took him for a complete stranger. The father- 
unable to cope with her any longer—finally had to have her com- 
mitted to the Verdun Protestant Hospital in Montreal. 

On Admission to the Hospital (January, 1939). The physical 
examination of the patient showed nothing noteworthy, except for 
an old laparotomy scar. She looked as if she were the age stated, 
42, and was apparently healthy: the routine laboratory findings 
were entirely negative. In her general behavior and attitude, she 
was friendly, pleasant and cooperative. 

M. A. M.’s history, as given by herself, agreed in its general out- 
lines with the one given by her father. She added that in 1920, she 
had a laparotomy for ‘‘something on the bowels,’’ parts of which 
were resected. 

For her numerous changes of employment she gave reasons dif- 
ferent from those she had originally given to her father. These 
reasons sounded quite plausible; thus, once she had to give up a 
position because her father moved to another town. Another time, 
she had to give up the position of superintendent of a convalescent 
home for children because the place was put under quarantine and 
closed. 

A few years before her admission, she said, she had gone to see 
a doctor because of a twisted ankle. She stated that she passed 
through the most astonishing experience in the doctor’s office. 
When she got there, she said, she was made to strip and lie on the 
sofa in the presence of a nurse; and three different doctors came 
in and started poking at her back and at her legs and arms, a thing 
which she thought was extremely strange, since she was only com- 
plaining of a strained ankle. They took a specimen of blood from 














KARL STERN, M. D., AND DOROTHY MACNAUGHTON, M. D. 143 


) 


her arm and made her lie down for one or two hours. She also re- 


ceived an injection; and when she was allowed to go out, she went 


to a restaurant but suddenly telt as if she were intoxicated. In 
fact, she told the waitress, ‘* You think I am intoxicated, but I am 
not.’’ She said that she was feeling giddy and that she went home 


and slept soundly throughout the night. The following day she 
felt quite upset and her abdomen had a **funny sensation,’’ where 
the doctor had been poking into it; she also limped. Shortly after 
this, she declared, she fainted; and, after she had returned to con 
sciousness, she went to see another doctor, who steted that she suf 
fered from angina pectoris. 

About that time, she asserted, she had received some newspapers 
from England, in which there was the death notice of a certain 
A. M. (her father’s name), giving her father’s exact age. She also 
received a similar notice from Scotland. When asked whether she 
could produce these newspapers, she stated that unfortunately she 
could not, because they had been thrown away by her landlady. She 
was firmly convinced that her father was not her father, and that 
the person who was making the monthly payments to her, was a 
different man altogether, 

\uditory or visual hallucinations could not be demonstrated 
either in her spontaneous productions or on questioning. Her con- 
scious productions were perfectly lucid. In her narrative, she 
showed a natural flow of speech. There were no signs of blocking, 
retardation or flight of ideas. She was well oriented in the three 
fields. Retention and memory were good, except for certain obvi 
ous distortions of memory as just indicated. Her vocabulary was 
sight at all into the morbid character of some of her productions 
and experiences. She kept on wondering why she ever had been 
brought to a mental hospital. 

On the other hand, her emotional reaction to the situation was 


good and that of a fairly well educated person. She showed no in 


entirely inadequate. Everything from unimportant details to the 
tragic history of her father’s supposed death and the imposter’s 
crimes, was related with a bland expression and in a tone of voice 
reminiscent of a polite drawing-room conversation. 

Further Course in Hospital. The patient adapted herself well to 
hospital routine. She spent her time reading and playing the piano, 


es 8 « 
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and with needle-work at the occupational therapy class. For some 
tune, she also worked as a secretary in the kitchen office. She was 
always pleasant to speak to, but could see no particular reason for 
being in the hospital. Nevertheless, she was never angry or cd 

pressed about this as one might expect a normal person to be. The 
following facts are noteworthy. During the first vear, she had nu 
merous physical complaints for which there was no objective basis. 
Her heart ‘‘was not right.”’ A ‘‘definite curve’’ in her back 
**pushed her stomach forward.’’ Her rectum was ‘‘closed.’’ There 
was a peculiar feeling round her pubic bone especially on passing 
water. This feeling is present today, although nothing was eve 
found which could explain it. 

During the following years, somebody began to interfere with 
her body during the night. People were applying acid enemas to 
her rectum and unpleasant chemical douches to her vagina. <All 
this happened during sleep, and she usually awakened with these 
unpleasant feelings. She suspected the nurses and the other pa- 
tients, either in general or referring vaguely to some particular 
ones. Reasoning was of no avail. She never accused these people 
in an abusive way, or began quarreling, and her bland emotional 
attitude remained the same. It could never be ascertained whether 
she had true sensory hallucinations or whether she merely misin- 
terpreted some real, unpleasant sensations. 

Her father visited her faithfully every week, but for the first 
two vears, she hardly ever acknowledged his identity. When he 
brought her practical gifts, such as shoes, she soon discarded them 
because, she felt, that they were purposely devised by the ‘**impos- 
ter’’ either to entice her or to do her harm. In fact, her father was 
apparently the only person who ever evoked emotional outbursts 
from her: for at times she became very insulting. Following a 
visit she would write him a letter calling him a ‘‘ead’’ and aceusing 
him of the murder of her father. During this time, she gave a 
third version as to how her father had met his death—which was, 
that she visited him when he was wounded in a base hospital during 
the last war. Circumstances were suspicious. He gave her a dra- 
matie final farewell and somebody else substituted for him. 


A Rorschach test given in January, 1942, gave findings shown 
in Table 1 and Figure 1. 
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TABLE 1. RorscHAcH Test. M. McK. 
2.06 P. M. 
Ze a Back with ribs of an insect, beetle W 
V Chalice or urn D 
Figure of woman, without head, 
clothes on shape) D 
Bat (stuffed D 
> Ice cliffs, iceberg (shape) D 
Old man, hewn of stone D 
Cameos of woman’s head d 
Two figures of man watching from 
observation points dd 
> Husky dog di 
> Polar bear , D 
Woman in stone d 
Wolf li 
> Portion of water, two boats coming 
out on surface DS 
Monkey di 
Back, head and shoulder of a man, 
with a belt around his waist D 
Two children, one boy and one girl di 
Profile of two men d 
Another animal di 
Two baby wolves di 
VY Crown worn by royal head WwW 
Two mittened hands d 
y Two cows, as you see them in the 
butcher shop D 
II 4” Two Aberdeen terriers (very much 
alive) W 
80” A man with goggles, pointed hat, 
looking through telescope d 
Lamp shade, chandelier DS 
Red ink blotches D 
Long narrow pathway leading to a 
temple di 
Emblem of a university W 
V Profile of Father Time d 
V Old sailor like Sir Frances Drake d 
> Buffalo D 
Top of the cross on Mt. Royal d 
Man with a black mustache di 
The man with a cap on di 





Someone like Churchill di 
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obj. 
Hd 


A 
A 


H 
obj. 
ink 


nat., arch 
emblem 
(Hd) 

H 

A 

obj. 

Hd 

Hd 

H 


© 

















KARL STERN, M. 


Butterfly muse 
Top hat broken 
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Child about six 


Two geese ‘* alive m9 
Two arms and ha 
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1 + 
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the sky 
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X ray of ki Iney 


organs 


Pole sticking out of a pond 


Two small seals 


Memorial stone, 


Parts of smashed-uy 


is also blood 
Spinal ecolmun 


Japanese emb] 


Headgear of Chin 


Face of cow or bull 


Woman kneeling 
Entrance to cave 
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Totem pole 

Lion cub’s head 
Figure of your 
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TABLE ] 
Floor lamp 
Woman’s head and bust (shape) 
Front of straight jacket 
Figure of girl (shape 
Leather surtace 
Candle 
Caves 


Man’s face 

Another face 

Elephant’s face and trunk (dead 
Stones or rocks 
Very pretty butterfly 
Animals (alive) 


Two flags 


shape ) 


color 


color 

Cleopatra’s needle 
Mountain, 
Chandelier (‘‘color’’ 


) 
Old-fashioned stove, Quebec heater 


with some people on it 


(white china) 
Emblem of some kind 
Floor lamp 


‘<eolor’’) 

(I don’t think I can do very much 
with that) 

Two parrots’ heads 

Things used in laboratory (gray 
cylindrical figure on top) 

Crab 
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Half a year later (in July, 1942) M. A. M. received electric con- 
Dur 
ing the first few months following this therapy, she was rather dull 
and unproductive with some impairment of memory. At this time, 
another Rorschach test was given which yielded the results shown 


ad r 


in Table 2 and Figure 2. 


vulsive treatment, with eight minor and nine major seizures. 
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TABLE 2. RorscHAcH TEST. M. McK. NovemMBer 29, 1942 


Woman’s figure, hands up, no head 
“Uhh beheaded ’’) 

Butterfly (dead) 

Chinese head dress 

> Bear (quite alive) 

Woman’s head and neck in cameo 

Birds (seagulls or penguins) 

Chalice 

Dog’s head (in iron) 

X-ray of some part of the body, lower 
part of spine 

Man’s face 

Two dogs (standing like in circus) 

Lamp (white opaque glass) 

Two heads of Father Time 

Face of a child 

Parrot (or eagle? 

Mostly X-rays (shape) 

Hands of a woman with sleeves on 

Pole sticking out of water (ripples) 

Faces of two negroes 

Two bird-like animals (dead) 

Boar or ox, head 

Part of spine 

Two seals (only half the body) 

Wasp (very much alive, wings hidden 
by this thing) 

Forceps or pincers 

Deformed man 

Pedestal 

Skull 

Looks like a straight jacket (outline) 

Tuft of grass 

Different faces 

Head and eyes of a young teddy bear 

' Two ballet dancers 

Chimney (inactive, no smoke) 

Two animals (I think they are tigers, 
alive) 

Two flags (shape) 

Chandelier 

Chest and throat (in medical book) 


Other chandelier 


> Head of young horse 
> Head and neck of a man 
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TABLE 2 ( 

xX. 28” Two parrots, heads and sl ers ry F \ 
Two crabs D F A P 
Dog (alive) D FM A 
Several little dogs (playful D FM A 
Two snakes (alive) D FM A 
Head and shoulders of a v in W 

a hat on le F ~p>\ Hd 

V Two small birds on some kind of per D FM \ 
2 P. M. 
R=—48 A+ Ad 
T1740” OT 
T R 
—_=36% P= 
R O=2 
A =15 H+A):(Hd4-A he ee | 
b sum C—2:0 
A =20 FM+m) :(Fe+e+C’)=10:0 
a VIII+IX+X 
FE 29% 
— 71% R 
R W:M=7:2 
FK+F+Fe 
ST 
=73% 
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During this time she also had begun to acknowledge her father’s 
identity. Realization of this, however, did not come to her as an 
overwhelming experience, accompanied by adequate emotional re 
sponse. She still believes that there has been an imposter for some 
time, or at least feels that ‘‘all those experiences’’ were very 
strange and could not be explained. In other words, she lacks in 
sight into the morbid character of her experiences. Her attitude 
to her father is that of a superficial, friendly politeness. 

She still has bodily hallucinations centering round the pelvis, es 
pecially during the night. Not all of this is painful. What ‘‘they’ 
do to her pelvic bone is apparently quite comfortable. Sometimes 
she is awakened by other patients tapping the walls in a peculiar 
fashion, which cannot mean anything but signs referring to her. 
‘‘Of course, it may be imaginary, but you must admit it is all very 
strange. ’’ 


Referring to her previous experiences about her father’s ‘*dou- 


ble,’’ she volunteers the statement that when she visited her mother 
in New York the last time (before the patient’s commitment), she 
found the mother very much changed. She was still the same per 
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son, there was no question of **double’’ or trickery; but, just the 
same, there was something very strange about the fact that a per 
son could change so much in such a short time, 


Discussion of (‘ase | 


To summarize briefly, this is a woman who, beginning at the age 
of 19, changed her jobs often, apparently under the influence o! 
ideas of reference. When she was 35, she developed a full-blown 
psychosis. The most alarming and conspicuous symptom was the 
‘illusion of the double,’’ i. e., she thought her father to be another 
person posing as her father and closely resembling him. At the 
same time, she showed very marked emotional poverty, apparent 
bodily hallucinations, mainly referring to the pelvie organs, and 
certain illusionary experiences, This is a case of schizophrenia, 
and one might disregard the ‘‘illusion of the double’”’ as something 
insignificant, especially since there has been a marked tendency in 
French psychiatry to deseribe such psychological oddities under the 
heading of special **svyndromes. ’ 

In the case of Capgras’ syndrome the situation is somewhat dif 
ferent, mainly because the disturbance has so far been observed 
only in women. This fact in itself is suggestive of a true entity. 
The only exception is Murray’s case (1936) ; however, after study- 
ing this case more closely one gets the impression that this is not 
the true phenomenon as described by previous authors but an ac 
cidental manifestation of the patient’s negativism. All other cases 
seem to have been female patients suffering from schizophrenia.* 

The fact that this syndrome occurs only in female patients allows 
only two possible explanations; either there is something in the 
psychological makeup of women which predisposes them for this 
tvpe of disturbance, or we have here a true psychopathological en- 
titv which is hereditary in a sex-linked form. 

Coleman (1933) attempts the first explanation. His attempt is 
based on psychoanalytical concepts of differences in psychosexual 
development of men and women. According to Freud (1932), 
there is an essential sex difference in the development of the Oedi- 

“Since this paper has been in press, the authors’ attention has been drawn to a paper 


by Davidson (PsycHIAT. QuarT., 15:513, 1940) on two cases of Capgras’ syndrome in 


male patients. 
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pus situation. The little girl changes at the age of four or five her 
attitude of love for the mother into love for the father and hatred 
for the mother. Coleman feels that this change, which does not 
take place in the boy, produces later in women a peculiar predis 
position to be insecure in their emotional attachments in general. 
It creates the trauma of an original deception, a deception which 
may be reexperienced under psychologically abnormal cireum 
stances. 

Regardless of whether this theory is correct, it is remarkable 
that in nearly all cases of Capgras’ syndrome, including the pres 
ent one, the person who is experienced as a double is not just any 
person; it is a beloved one who usually—with the change of identity 

hecomes, at the same time, hated. This fact in itself is quite sug 
gestive of an interpretation along psychoanalytical lines. In the 
present case, one can speak of a repressed incestuous desire which 
expresses itself by a well-known mechanism in hatred. The scene 
for instance, during which the patient lies down in the same room 
with her father and wakes up from her nap to find the man lving 
heside her changed into the hated stranger, is full of obvious sym 
bolism. She seems to have a tendency toward such a type of in 
verted wish-fulfillment all along; compare, for example, the tor 
tures she underwent for a long time, with painful acids injected 
into the vagina and rectum for a long time almost every night. 

In this connection, it is interesting to note that an almost identi 
cal situation existed in Capgras’ second case (Capgras and Car 
rette, 1924). This was the case of a schizophrenic woman in whom 
the incestuous desire had at one time led to an open sexual advance 
to her father. Later both parents turned into doubles who were 
hateful persecutors. 

The psychoanalytical interpretation would be quite sufficient if 
one had to deal here with dreams or neurotic symptoms. How 
ever, the fact that the patient has profound disturbances in such 
basic psychological functions as the experience of identity seems 
to the writers to be far beyond the scope of a merely psychological 
or psychoanalytical ‘‘understanding’’ (Jaspers, 1925). It must be 
a matter of deeper biological strata of the personality. This is 


borne out by several facts. First, if early infantile conflicts in 


themselves were sufficient to produce such an illusion it would be 
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observed much more frequently. Second, there is a definite fam- 
ily history. Not only did the patient’s great-grandmother suffer 
from what seems to have been a paranoid psychosis, but the mother 
herself had a tendency to experience at times a peculiar change of 
her husband’s identity. 

What then is the underlying mechanism which makes such a dis- 
turbance possible? Here the French school (Halberstadt, 1923; 
Courbon and Tusques, 1982) and the German school of psycholo- 
gists came, apparently independently, to the same conclusion. In 
studving the development of paranoid schizophrenie psychoses 
closely, they found that one of the basie phenomena in a number of 
these cases was a peculiar change in experiencing the outside 
world. The fundamental values of perception, such as color, per- 
spective, ete., are unchanged; but there is a primary change of the 
experience which cannot be defined any further. This change is not 
‘‘interpretative’’ but ‘‘intuitive,’’? as Courbon and Tusques pointed 
out; i. e., it is not due to any preconceived idea of the patient but 
is immanent in the very act of perception. It is, for instance, not 
due to delusions of persecution but precedes them and provides the 
soil for them as it were. This is what Jaspers means by ‘* Wahn- 
stimmung’’ (delusional mood), a peculiar state which was shown 
to precede the development of delusions. He provides interesting 
examples of this. One patient, whom the present writers them- 
selves were able to observe, remarked about the beginning of her 
psychosis: *‘T was immediately struck by the strange way in which 
things such as cars and people were moving in the street.’’ Accord- 
ing to Jaspers, it is characteristic that the patient cannot describe 
this weird change any further, and that wherever one has the op- 
portunity to observe closely enough, the development of delusions 
follows and does not precede this experience. If the schizophrenic 
process has a somatic basis at all, no doubt these basic amorphous 
experiences ‘‘which cannot be reduced any further’? (Jaspers) 
must be due to it. They are least likely to be part of a psychologi- 
eal superstructure. Brochado (1926) compares these elementary 
changes of the experience to changes during certain types of ‘‘ psy- 
chic aura’’ in epilepsy, such as depersonalization, ‘‘déja vu,’’ ete. 


s°7 


The illusion of the double is very closely related to these dis- 
turbances. It presents one variety of what Wernicke (1906) de- 
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scribed as ‘‘transitivism’’ in mental patients. Halberstadt (1923) 
onsidered this change, in which elements of the patient’s surround 


ngs appear ‘‘modified,’* as a form of phylogenetic regression. 


Indeed, Levy-Bruhl (1922), in lus fundamental investigation on 
the normal psychology of primitive peoples, describes this sort ot 
perception as one of the features of the primitive mind. ** n 
the conception of the primitive mentality, objects, persons, phe 
nomena can be themselves, and at the same time something else.”’ 


This is literally what the writers’ patients said at times about the 
‘*doubles,’’ referring to the very act of experience itself and not 
merely meaning an emotionally ambivalent attitude. 

The Rorschach findings seem to substantiate this analysis. In 
view of the abnormally high form percentage and the bizarre 


‘‘minus’’ responses in conjunction with an otherwise good ability 





to see torms, the record is quite characteristic of a schizophrenic 
one. There is a great total number of responses, and a high per 
centage of small details which, if one disregarded all the other fea 
tures would remind one of the record obtained in compulsive ob 
sessional states. It is, however, interesting to note that Capgras 


and Reboul-Lachaux remarked in their first patient on a ‘‘meticu 
lous search for minute details’’ in evervday life. 

The most interesting features of the Rorschach, however, are the 
original (QO) responses. Here again, one can clearly distinguish 
between the psychoanalytical and the phenomenological aspect of 
the disturbance. First of all, as is frequently seen, most of these 
Q responses betray by their content the patient’s complexes 
‘‘women kneeling at grave-side,’’ ‘‘figure of a voung girl with a 
small face of a man of 70 around her shoulder,’’ ‘‘child of about 
six years, on the other side a man, both looking at the same thing,”’ 
‘*Churehill,’’ ‘‘a broken top hat,’’ ‘‘two men watching behind : 
cliff a woman kneeling down,’’ ‘‘a child about six vears old.’’ Al 
these responses (See Table 1) illustrate well what was said above 
about the psychoanalytical aspect of this case, especially about the 
father complex. Fourteen of these 18 0 responses were ‘‘minus,’ 
and 13 of these 14 ‘‘minus’’ ones were inside details (di) that is to 


say, the patient saw the form inside a blot, in an area whose edge 


iowhere coincides with the edge of the blot. She had on the whole 


a remarkable tendency to give di responses (22) of them; but she 
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had an even greater tendency to produee just those responses 
which had a greater emotional significance, from ‘‘inside’’ the per- 
ceived material. This cannot be a mere coincidence and must bi 


1 


important as regards the psvel 


ological disturbance as a whole. 

Little has been known to the present about the significance of 
predominating di responses. Klopfer and Kelly (1942) state that 
these responses are rare and add that they were found in ‘*schiz 
oid’’ subjeets who are ‘‘fighting against the disintegrating forces 
of their unconscious. In selecting these unusual areas they are 
piercing a blot area which is usually perceived as an unbroken one. 
This seems to serve the subjects as a magie procedure which de 
prives these blot areas of the threatening shading qualities.’? Such 
an interpretation is already influenced by a hypothetie conception 
regarding the schizophrenic reaction as a whole. 

The present writers felt that the marked tendeney to give di re- 
sponses may in the present case be explained in two different ways. 


To see something ‘‘inside’’ things where nobody else does, can be a 
manifestation of the same disturbance which produces morbid dis- 


trust, of the ‘* paranoid’ 


, 


attitude in the strict sense. Or it can be 
associated with those basic morbid phenomena mentioned above 
which were described as ‘‘transitivism.’’ The writers compared the 
patient’s record with 29 other records with paranoid features 
(schizophrenic ones and others). It was surprising to see that the 
peculiar tendency to give a large number of minus Original ‘*di’’ 
responses was not found in any of those other records. 

A remarkable feature of this case is the fact that the patient’s 
mother had similar disturbances as regards the quality of identity 
though apparently to a minor degree. It is possible that the pa- 
tient witnessed as a child that the mother mistook the father’s 
identity, and that one is simply confronted with a ease of uncon- 
scious imitation or ‘‘pseudoheredity’’ in the sense of Freud. The 
assumption that an odd psychotic symptom should in itself be 
hereditary, seems fantastic; and yet it is by no means impossible. 
There is not only the example of rare physical malformations but 
also of odd isolated metabolic dysfunctions (alkaptonuria, pento- 
suria) which are genetic entities. 

Another interesting point is the change that took place following 


electrie shock treatment. Although there were still numerous illu- 
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sions, and the patient was emotionally even more lnpoverished 
than before, she began to acknowledge her father’s identity. It is 
difficult to believe that the treatment obliterated this symptom spe 
cifically. One has only to remember that its presence had been 
fluctuating at times before treatment, that she had no insight into 
the morbid character of this symptom at any time, and that she 
began to acknowledge her father’s identity without the least emo 
tional warmth which would normally accompany such a recogni 
tion. Moreover, she was seen by on the writers since the fore 
roing observation was recorded, and she remarked that there was 
still some mysterious element as to her father’s (and even her 


mother’s) identity. 


) 


CASE 2 


H. W. C., a man of 59, was admitted to the Verdun Protestant 
Hospital in July, 1942. There had been two previous admissions, 
one in 1937 for four months, and one in 1938 for two months. 

Family History. There is nothing noteworthy in the family his 
tory except for the fact that one sister was ‘‘nervous’’ and ‘** wor 
ried about the least trifle.’’ 

Personal History. As a child, H. W. C. seems to have been 
happy-go-lucky. Hle went only to public school. Later, he became 
a salesman with a big rubber company, with which he stayed for 
do Vears. His wife describes him as a born salesman. He was very 
successful and used to be sent out by the company for particularly 
tough jobs. Tle was always a good mixer and fond of company. 
He never drank unduly, nor did he smoke. Betore his present mar 
riage, he was married to a woman who died after seven years. 
There is one son of the first marriage who is a ‘very suecessful”’ 
soldier overseas. The patient s present wife has been married to 
him for 24 years. There is also a son, 21 years old, of this mar 
riage; he is not conspicuous in any way. 

Fifteen vears ago, it was noticed that the patient became easily 
and unduly worried. Ten years ago, there were times when it was 
very difficult to get him out of bed. For the past 10 years, he has 
had alternations of mood from periods of excitement to periods of 


depression. During the ‘‘happy’’ periods, he would feel **on top 


of the world,’’ and he contracted debts which he confessed only 
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during his worried periods. The wife never found out what he 
used the money tor. She is sure that he did not go out with other 
women. Their sex relations were normal until a few years ago. 
About seven or eight years ago, he began during his ‘‘happy pe- 
riods’’ to be ‘terribly irritable’’ and to go into tantrums on the 
least provocation and without any obvious motive. Although thes: 
tantrums were very bad, he never attacked anyone or destroyed 
anything. During the depressed state on the other hand, he became 
very meek. He felt guilty and had erying spells. He also began 
saving things, such as, ‘‘The Lord should take both of us.’’ This 
would frighten his wife. He would get up at night with a flash 
light and look at the clocks, having the idea that all the clocks 
‘‘went wrong.’’ Once he took for suicidal purposes, Friar’s bal- 
sam and argyrol, for which he was sent to a general hospital for 
one week. 

During the first mental hospital admission in 1937, he presented 
a typical picture of a depression. This cleared up within four 
months, and he was sent home on trial. At home, he apparently 
soon became very active. After three months, he had to return to 
the hospital. He was then somewhat overactive and very talka 
tive. He said that he had been going to the races frequently ‘‘to 
buy the whole race track.’’ At the same time, he began to talk 
about a conspiracy in which his son and the superintendent of this 
hospital were involved. To his wife, who came to visit him, he 
spoke vaguely about a ‘‘frame-up,’’ and also began to believe that 
his wife was not really his wife but an imposter looking exactly like 
her. After his discharge and while at home, he recognized her 
again and told her spontaneously that while in the hospital, he had 
lost the feeling of her identity. 

On his present admission, he showed physically a fairly good 
general appearance. There were, however, slight pyramidal signs 
on the right side and there was a mild degree of diabetes. Men- 
tally, he was depressed, with feelings of guilt, and he was consider- 
ably retarded. Apart from his self-depreciatory and selt-accusa- 
tory ideas, no definite delusions could be made out during inter- 
views. He was distrustful of certain simple routine procedures in 
the hospital, and his wife told us that he had expressed to her 
again vague ideas of a ‘‘frame-up.’’ Moreover, he had again the 
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feeling that she was a double, resembling her real self very closely, 
ho was sent by some other people to visit him in the hospital. He 
never lost this feeling during his depression. He often would ask 
her questions as to their marriag 
whether she knew it. When she 


+e 


l 1 

‘ + + } 

e date, ete., Just to cneck up 
i 


ld 


| cannot believe it is you, and vet, you can answer all my 


ave correct answers he wou 
Say, ; 
juestions.’’ He often asked her with a distrustful expression, 
‘‘How did you get here?’’ or ‘*Where did you come from?*’ At 


1 } 
} 


he same time, he insisted on her regular visits and was extremely 


unhappy when once in a while she did not turn up. When inter 
viewed by his physicians about the question of the ‘‘double’’ and 


I 


+ 


the plot connected with it, he became very evasive and noncom 
mittal. At this time a Rorschach test was made, with the results 


) 


shown in Table 3 and Figure 3. 


TABLE 3. RorScHACH TES H. W. ¢ NOVEMBER 30, 1942 


I. 7 Two birds, wings \ FE \ 
I] 15” Two elephants or dogs ys 

thing ) \\ FM \ P 
III. 58” Somebody holding up two rats \\ M H P+0 


IV. 25” Rej. 

v. 20” Donkey, holding something PM —y» M A 

VI 23” Gasoline station \\ F | O 
VII 30” Two women looking at one another \ M iH 

VIII 18” Clothesline with clothes 


se 22” Two ferocious met ng at on 
another (orange ) M H 
F 40 I'wo insects looking at one another 


(blue blots at the side ) M A P 


§.12 P. M. 
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Discussion of Case 2 

This is a case of manic-depressive psychosis, complicated per 
haps by some organic impairment (unilateral pyramidal signs) in 
aman of 59. In this case, one sees again the phenomenon in which 
a person to whom the patient has a strong emotional attachment 
becomes during certain phases of the psychosis a ‘*double’’ whose 
role is played by an ‘‘imposter.’’ 

‘This case differs from the original description of the French au 
thors not only by the fact that it is a male patient but also by the 
fact that it is a case of manic-depression. In other words, if Cap- 
gras’ syndrome is a true genetic entity at all, it comprises the illu- 
sion of the double which forms an essential part in the development 
ota schizophrenic psychosis, 

In the second case, the phenomenon occurred during a hypomanic 
phase as well as during a depressed one; however, it assumes a 
much more accidental peripheral position in the symptomatology 
of the disease, very much as paranoid symptoms do in manic- 
depressive psychoses as a whole. This observation is also borne 
out by the Rorschach findings in this case which do not betray the 
presence of specific morbid experiences, as they did in Case 1. The 
main change that took place following electric shock treatment- 
when the patient passed from a depressed into a hypomanic irrit- 
able stage—was an enormous change in the F% and the relation be- 
tween kinaesthetic responses to those of pure form. 


SUMMARY 

Capgras’ syndrome is a term used in the French and English 
literature to designate a peculiar illusion—the patient experiences 
persons of his environment as their ‘*doubles’’ and loses the feel- 
ing of their identities. The case of a schizophrenic woman, who 
exhibited this phenomenon strikingly, is described. There was a 
history of paranoid psychoses in the ancestry. The patient’s 
mother also suffered from the illusion of the **double.”’ 

The psychological and genetic aspect of this case is discussed. 
Certain elements in the development allow a psychoanalytical in- 
terpretation. The phenomenon itself, however, is closely related to 
certain basie disturbances deseribed previously in schizophrenic 
patients (‘‘transivitism.’’ Wernicke; ‘‘lack of coenesthesia,’’ 
Coleman), 
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One need not follow the General Semanticists to their extreme of beliet 
that conflict between words and the faets those words are supposed to repre 
sent is a potent cause of mental disorder, but may still reeognize the 
that this conflict may be fruitful of tension, uncertainty and personal dis 
orientation. With civilization at its present crisis, medicine might do we 


to avoid what ean be avoided in the wav of such tension, uncertainty an 


ersonal disorientation 

Today’s profession cannot do without the ethies or without much of th 
specific content of the Hippoeratie Oath and still remain medicine—t 
healing profession. Yet it cannot continue lip service to the literal mean 
ing of the oath without a conscious or unconscious hypocrisy that bodes il! 


for medicine in the coming social crises. Dr. Foxe has proposed a revisio) 





or rewording of the oath to suit modern needs and meet modern conce} 
tions of the duties and problems of the physician. He would saerifice ne 
whit of the ethical principles in the original pledge; and his proposal is 
well worth serious consideration by the profession. 

sut Dr. Foxe’s proposal is not the only possibility. The solemnity of an 
ancient rite has impressive value which may be lost by simple moderniza 
tion. It might be worth consideration as well if some appropriate ceremon) 
could be devised, involving perhaps the recitation of the original oath in 
the Latin of the medieval schools or in the classic Greek, with the voung 
physician subscribing thereafter to a modern version in translation, setting 
forth the ethical principles of professional and personal conduct according 
to conditions as they exist today. 

There is ample precedent for this sort of ritual. In the remote days 
when Sargon of Akkad led his rebels to the founding of an empire in thr 
land between the two great rivers, his followers spoke a Semitic tongue, 
alien to and unrelated to the language which had already been eurrent i 
the great cities of Sumer for a thousand vears. His conquering Semites, 
like the men of William of Normandy, ruled and spoke among themselves 
in the tongue their forefathers had brought from the Arabian deserts; but 
they worshiped the ancient gods of their conquered land in the language 
of the men they overthrew. And two millenia later, when new dynasts 
ruled in a Babylon of uneounted wealth and luxury and power, their Se- 
mitie-speaking people still prayed to the old gods in the tongue of long- 
lead Sumer, which none but the priests and astronomers then understood 
at all. In our own day, a stride through history of another two thousand 
years and more, the Catholie chureh has retained, in its rituals, the dead 





Latin of the Roman Empire’s early Christians. And the Passover service, 


one of the most ancient religious ceremonies to be preserved by any people 


to modern times, may be conducted by the English-speaking orthodox Jew 
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Freud, Master and Friend. By IIlAnns Sacus. 195 pages. Cloth 
Harvard University Press. Cambridge, Mass. 1944 Price $2.50 


} 


This is a timely book from the pen of Dr. Hanns Sachs, a pupil and 
friend of Sigmund Freud. Its preparation was a duty of the author, for no 
one now living, with the possible exception of Ernest Jones, knew Freud 
intimately enough during the early days of his career to record the facts 
which will be of interest not only to present-day readers but to others who 
will come afterward 

Sachs was one of those earnest voung students who, becoming attracted 
to psychoanalysis, attended the gatherings of the first group which used to 
meet in Vienna on Saturday evenings at the Psychiatrie Clinic. He was 
not only a diligent student and attendant but he became an intimate friend 
of Freud, spent much time in his house and in his eompany. What he has 
written here constitutes a background against which the writings of Freud 
can be best seen and appreciated. The latter’s diligent habits of work from 
early morning until midnight, the painstaking care with which his writ 
ings were revised until the expressions and choice of words were entirel) 
to his satisfaction present Freud to ihe world as a studious and painstak- 
ing worker. Ife was versed in the literature of the world. ‘‘He was ready 
to expand his studies and to enter various and widely different fields of 
knowledge whenever he found it of use for his research. For instance, he 
read a vast number of psychological and philosophical authors, old and new, 
when he finally prepared his /nterpretation of Dreams. For the Wit and 
Its Relation to the Unconscious he worked his way through a big mound of 
aesthetie and philosophical treatises, besides reading all authors famous for 
their wit or humor, such as Rabelais, Cervantes, Moliére, Lichtenberg, 
Ileine, Nestrov, Mark Twain, and Spitzer, not to speak of the numerous 
eolleetions of jokes, compilations of folklore-stories and the like.’’ 

Of much interest, is the chapter entitled ‘‘In the Arena’’ in which Sachs 
discussed the ‘‘schisms’’ which developed in the psychoanalytic school, be- 
ginning with Breuer and ineluding Stekel, Jung and Rank. Freud was 
distressed by these seces ionists, beeause he believed that their theories and 
speculations were erroneous; and he was fearful that an effort would be 
made to include them in the body of psychoanalysis, which Freud was deter- 
mined to proteet and keep free at any cost from heresies such as theirs. When 


; ay , 
these detections were ft 


ng place some, who were not fully acquainted 


with the cireumstances, assumed that Freud was an arbitrary and despotic 
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analytic training and much experience in the study of personality factors 
revealed in children’s art work, collaborated in the analysis of the chil- 
dren’s drawings brought from Alor by Dr. Du Bois; and the results of thi 
Porteus maze test were analyzed by Dr. Porteus, its author. 

This awe-inspiring collection of talent includes only those who made for 
mal contribution to the work. In the preface, Dr. Du Bois expresses in- 
debtedness to Drs. Ruth Benedict, Margaret Mead, Gregory Bateson, Bruno 
Klopfer, R. H. Lowie and others. The universities of Columbia, Leyden, 
California and Minnesota contributed funds, advice and printing facilities 
The expedition and publication of its results were made possible by finan 
eial contributions by Dr. Kardiner, the American Couneil of Learned So 
cieties, and the Coolidge Foundatien. ‘*The People of Alor’’ is what might 
reasonably be expected from such exceptional workers and exceptional back- 
ing. That is, it is a distinguished contribution to social science, to the 
knowledge « 


f man and his behavior and motivation; its publication prob- 
ably is a landmark in ethnology; and the method of its organization, field 
work, analyses and reporting seems likely to be a model for studies of prim- 
itive societies for years to come. 

The objectives of this study were rigidly limited, before field work was 
undertaken, to the middle ground which is shared between anthropology 
and psychology, to the relationship between a people and their institutions, 
to character in the light of beliefs and customs; to personality organiza- 
tion as determined or influenced by culture. The people studied are agri- 
eulturalists living on a little-known tropical island north of Timor. They 
are chiefly Oceanie Negroids, with strains of Oceanie Mongolian blood, and 
the physical types include the so-called pseudo-Semitie (pseudo-Hittite or 
pseudo-Armenian might be better). Their social system and religion seem 
to have been little affected by contact with Netherlander or Malay, although 
the Dutch have virtually suppressed head-hunting and onee changed by 
force the location ot the village which Dr. Du Bois studied. Involved 
financial transactions play a most important part in the agricultural society 
of these islanders; and, as the author herself notes, this makes the results of 
the present research of great interest to economists as well as anthropolo- 
gists, psychologists and psychiatrists. The position of women in this cul- 
ture is high. They are responsible for the fields, which both men and 
women may inherit, and thus have control of subsistence. While it is true 
that marriage is by purchase of the woman, the bride may leave her hus- 
band and let him litigate for return of the purchase price; she may refuse 
intercourse if she thinks the price is not high enough; she seems to be less 
interested than her husband in having children; and her position in the 
family and social organization seems at least as firm as his. 

















Dr. Du Bois had to study Dut nd Ma and finally the language of 
Alorese themselves to conduct her researches; and, although she learned 

e native tongue, she used at tel eter trol this language to Malay 
roughout her stav. She is exceeding frank about, and perhaps places 
nnecessary emphasis on, this language handicap which must have beet 
mpensated tor to a great degree by the wid Variet\ ot investigative 
chniques and tests she used, providing cheek and counter-cheek upon each 
er. If there is a place where the screening of information through two 
nguages and a male interpreter night distort the picture, it 1 ay be in the 
d of sex and sex relationshi thor’s own point of view is of in 
terest here. Setting forth that she assumes the psychie unity of mankind 
d holds that certain experiences and tensions are common to all human 
she notes, ‘‘The Freudians have stressed sex among such tensions, 
thers may be of equal importance Fantan, her interpreter, had a frank 
sexual interest in, and sexual curiosity about, the ethnographer; he also 


d come into contact with foreign cult ives, notabiv the Malay, with sexual 


res and manners differing from the Alorese; and Dr..Du Bois’ pictur 


1f sexual life on Alor was necessa} derived through Fantan’s interpre 

itions or at least through pe rsons inte Vie wed 1m fs pre SeCTICE As thus 
\] ‘ace ehildre hay oy t . ty ley) + } oor nin y 

Atorese chiiaren nave grea SeX rreeas here are ho palntul pu 

rty rites; the voung adult is sexually well informed; marriage is polyga 

] . } e > 4 4 4 ] ] ] 

ous; but the wite is an important figure and wields much real power and 

nfluence: conflict between a man’s wives, divorcee and adultery appear 


requent. In comment on the biographical material of the volume—there 


re eight complete biographies covering 356 pages—Dr. Kardiner notes 
at the four men reported all have ‘‘ unsatisfactory relations with women.’’ 
Poor maternal care and the superior economic position of women seem to 
contribute to male frustration, inhibitions and insecurity Dr. Du Bois 
finds evidence in her children’s drawings of ‘‘either very strong castration 


fears or their opposite, an absence of concern about sex ;”’ and she sus} 


ees 
the latter to be the explanation. Noting that neither boys nor girls drew the 
female sexual organs ‘‘on any occasion,’’ though both drew females with 
male organs, she says, ‘‘This may suggest that sexual tension, slight as it 1s, 
centers around the female.’’ For those who care to differ, the author presents 
the drawings, the general anthropological data and the specifie biographical 
material from which a student, perhaps with reservations concerning the 
circumstances of interviewing and interpretation, can draw his own con- 
clusions. 


Familial, social and economic organization apparently combine to build 


Ip personality patterns characterized by frustration and insecurit; The 


individual constantly makes demands of human objects which can only be 
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frustrated. The man in particular is insecure. Dr. Kardiner expresses the 
opinion that only the general fear of aggression, the fact that the cohesion 
of society is vested economically in the woman, and the threats of a primi- 
tive, compulsory religion keep such a nearly anarchie social structure fro! 
collapse. 

‘The People of Alor’? should be mandatory reading for current plat 
ners of social reorganization. The scientist whose own interests are touched 
upon will need no urging to study it. The eight biographies are treated 
much in the fashion of psychoanalytic case histories; they include numer 
ous reports of dreams and their inte rpretations, a matter of particular In- 
terest to psvehiatr STS The word association tests devised and used by Miss 
Du Bois are also in this field, and the report ot children’s drawings per- 
tains to the specialty of child psychiatry. Both psychiatrist and psycholo- 
gist will find material of value in Dr. Oberholzer’s Rorschach interpreta- 
tions, with the confirmatory evidence from this test supplementing the 
ethnological conclusions that determinants and organization-pattern of the 
Alorese character differ widely from ours. 


Marriage and Family Relationships. By Roper? G. Fosrrr. 314 pages 
with appendices and index. Cloth. The Maemillan Company. New 


York. 1944. Price $2.50. 


This is a volume of information and advice for young persons recent] 
married or planning marriage. The author is director of the family life 
department of the Merrill-Palmer School in Detroit, and he has had wide 
experience in teaching and counseling. His present book is devoted to the 
personality problems and interpersonal problems of marriage; it is well- 
planned and well-written; and its contents cover the life and development 
of the individual through childhood, adolescence, courtship and marriage 
itself, with discussion of the coming of children and the relation of the 
family to our democratic society. 

The point of view of this work seems to be that of ‘‘common sense,’ al- 
though this may be an injustice to the author who does not emphasize and, 
possibly, does not even employ the term. By ‘‘eommon-sense’’ information 
and advice, this reviewer means the sort whieh a kindly and tolerant Mom 
or Dad or Great-uncle George might give from a background of a good 
deal of reading and a long life of well-digested experience. Well-organ- 
ized and in printed form, this sort of advice is probably more palatable in 
a book than from a relative, no matter how highly revered. ‘‘ Marriage 
and Family Relationships’’ thus promises to be of use and of value to man) 


young persons in our war-torn society. 
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tion of the closest interpersonal relationship known to our society might 
profitably give more than a hint of the structure of the individual personal- 
itv 





, of the unconscious which forms its basis, of the mechanisms and results 
of unconscious motivations. Even the most general understanding of how 
and why people behave as they do might well make the difference between 
tolerance, sympathy and helpfulness in a marriage and a life of bickering, 
blaming, reproaching and tension. ‘‘Marriage and Family Relationships’ 
not only fails to give this general understanding; it gives no understanding 
of the unconscious at all; and it seems possible, from a reading of this text, 
that the author does not recognize its existence. 

This failure to place the discussion on the broadest possible basis has 
specific and serious limitations. The author takes up, for example, such 
not-intrequent difficulties of the early months of marriage as ejaculatio pra- 
cox, impotence and incomplete erection. He remarks in a ‘‘common-sense’’ 
way that it ‘‘takes weeks and sometimes months of experience and prac 


tice, under the tense excitement of sexual conduct, to be able to control the 


time of ejaculation . Do not worry, but practice mental self-control 

the thing to do is not to feel badly, but to relax a little while and try 
again or wait until morning or the next evening.’’ Except for the fact 
that the subject probably will not be able to avoid worrying or feeling 


‘*badly,’’ this is all right as far as it goes—but it gives no hint of the fact 
that the sexual disturbances listed may be something other than the super 
ficial variety which ean be dealt with by these means, and that they may be 
symptoms of deep-seated personality disturbance which not only ealls for 
professional assistance but may even require major psychotherapy. 

It would seem that a truly adequate guide to the personality problems of 
a relationship whieh by the very conditions of our culture presents diffi- 
culties to everybody entering it should cover the deeper lavers of personal- 
itv structure and the deeper motivations, as well as point the way for those 
persons who need more than ‘‘common-sense’’ advice to find the help they 
need. Any psychiatrist’s files would show instances of marriages where 
‘‘eommon sense’’ failed but where adequate professional advice and treat- 
ment might have established satisfactory relations. ‘‘Marriage and Fam- 
ily Relationships’’ is an excellent volume for persons whose adjustments are 
already better than average and whose problems promise to be superficial ; it 


does not meet the really great need for a guide for persons whose adjust- 


ments at best are no better than average, who need to know why both they 
and their marriage partners behave as they do, and who need to know where 
the limitations of ‘‘common sense’’ are found and professional help is 
indicated. 
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of those hurt DV I The story she has to tell is psychological. Francis 
Keynsham Halkin, voung British second lieutenant, was buried alive by 
shell, then suffered fugue during an attaek on the German lines in 
first World Wat His a 


musical career after the armistice; and a psychiatric breakdown in middk 


nnesia, undetected at the time, returns to balk h 


life after the pressure of the new war becomes acute is the central incident 
of the novel. An account of the psyehiatric defense in a British trial fo: 
murder and one of the bombing by Nazi planes of an institution for thi 
criminal insane are matters of interest to the psychiatrist. 

Miss Brittain’s theme is a great and moving one. It is with regret 
one sets down the impression that her handling fails to do it less than J 
ie, for she is an accomplished literary eraftswoman. Her characters seer 
lat, her people lifeless, her psychopathology of suspicious validity. — {t 


seems po sible tha she was too | sorbed, too moved. by he r owh theme, | 


develop it in a fashion to absorb and move others. 


Behavior and Neurosis. By Ju_es H. Masserman, M. D. 269 pages 
Cloth. The University of Chicago Press. 1943. Price $3.00. 

The author gives a forthright statement of his purposes in publishing 
this book in the opening sentence of the preface: ** It is my primary purpos 
in this volume to describe a series of experimental studies of animal behavior 
carried out during the last seven vears in the neurophysiological laboratories 
.. . of the University of Chieago.’* Dr. Masserman is a pupil of Adolt 
Mey er but he also gives acknowledgment to Dr. Walter Scholler and Fran 
Alexander, as well as others. 

It is a record of his laboratory work, describing the methods and appar 
tus emploved in neuropsvehologie investigations of behavior. A good dea! 
ot space is devoted to thi conditioned reflex concepts and their application 
to human behavior 

In an historical introduction which is of unusual interest the author, b: 
quotations from classical authors and more recent experiment in the field of 
philosophy and psychology, confirms the unity of the psyche and soma and 
lays a foundation for the understanding of psyechobiologie principles of be 
havior. It is interesting that he goes a step further than merely setting up 
abstract theories as to behavior patterns. He discusses principles of substi 
tutive or svmbolie behavior and seeks to check theory against laboratory ex 
perimentation. There are a number of illustrations showing the apparatus 
emploved, the steps in progress in some of the experiments. There is an ex 
tensive bibliography (37 pages) showing how thoroughly previous writings 
have been reviewed and there are indices of authors and subjects. 

The book is a scholarly presentation of experiments carried on in the lab- 
oratories of the University of Chicago. It is predicted that it will of neces- 


sity be consulted by future writers on psychosomatic medicine. 
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Psychoanalysis Today. Hdited by Sandor Lorand, M. D. 404 pages 


Cloth. International University Press, New York. 1944. Price $6.00 


This timely volume is made up of articles by some of the best known 


‘} 
ters in the field Ol psychoana VSI1S It seems to have been prepared as a 
orial to Sigmund Freud to whom it is dedicated. It also marks the 


1 


anniversary since Freud made his initial contribution to mental 
ence and particularly to psychiatry. Psychoanalysis developed so rap 


and eovered SO wide a field that it was unavoidable for confusion of 


ought to arise. 


The psychiatrist, the general physician, the anthropologist, the student 
rt, the teach rs all recogn zed de finite appile itions of the theory to the I’ 


ticular interests, and many quickly organized their thoughts and theories 
ong the lines of Freud’s presentation. It has been said that searcely a 
lepartment of thought or of science but has received illumination from 
this source. It is for these reasons that the rapid growth of psychoanalysis 
us in some respects bewildering 
The present volume will help to organize thought on the subject as it ap 
ies to various fields of human activity. Whatever such organization can 


expected at this time will, of course, be but temporary. Progress is still 


0 rapid to make permanent form possible or even desirable; but, at least 


for the year 1945, we have before us in this volume the concepts and con- 
sions Which ‘are acceptable to the best qualified observers and teachers 
psychoanalysis. 
For all who are seeking this light, the book is reeommended. It is a use 


compendium and may well find a place in every up-to-date psychiatric 


library. 


Infants Without Families. By ANNA Frevp and Dororny T. BuRLING 
HAM. 128 pages. Cloth. International University Press. New York 
1944. Price $2.00. 

Anna Freud and Dorothy Burlingham have made special studies of in- 
fants and small children. Their contributions have been based upon the 
psychoanalysis of children, and they have been concerned by the number 
of homeless children to be found in the countries involved in the present 
war. Conflieting theories exist as to whether the parentless child ean best 
be provided for in an institution for children or whether adoption in pri- 


vate families is to be advocated. For a number of decades, opinion has 


JAN.—1945—-M 
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shifted more and more away from the orphan asylums of an earlier day in 
the direction of infant adoption. There are those who now believe that in- 
stitutions should be made use of only for children who are unsuitable for 
adoption, but just what is to be included in that concept of unsuitability 
is not generally agreed upon. 

In the present volume, the authors take up the psychology of childhood. 
They have made particular studies of children’s trends and strivings and of 
the instinctual satisfactions and frustrations. The roles of the mother or 
the mother-substitute and of the father or the father-substitute are con- 
sidered. 

In this small volume, are recorded many interesting observations throw- 
ing light upon the attitudes of children—the masculinity of boys, the fem- 
ininity of girls, and the emotional reactions of children to each other and 
to adults within their milieu. 


Christian Behavior. By Cuive StapLes Lewis 70 pages. Cloth. The 
Macmillan Company. New York. 1944. Price $1.00. 


This little volume is a record of a series of radio broadcast talks given in 
England by the author of the well-known ‘‘Screwtape Letters.’’ Twelve 
of the talks have been revised and enlarged into short essays. Typical 
titles are ‘‘The ‘Cardinal Virtues,’ ’’ ‘‘Social Morality,’’ ‘‘ Forgiveness, ’’ 
‘*Charity,’’ ‘‘ Morality and Psychoanalysis.’’ 

It is to be regretted that the author does not comprehend his psycho- 
analysis more completely. If he did, he would not say that the philosophy 
of Freud is in direct contradiction to Christianity and also in direct con- 
tradiction to that of that other great psychologist, Jung. It is true that 
Jung, who was once an ardent pupil of Freud, seceded and established a 
psychology of his own. The latter, however, is based upon Freud’s teach- 
ings, and it could hardly be said that Jung is a greater moralist than is 
Freud. If anyone cares to read a book about Freud entitled ‘‘ Freud, Mas- 
ter and Friend,’’ reviewed in this number of THE QUARTERLY, he will ac- 
quire a more understanding opinion of the high morality of Freud and can 
learn something from him on this subject. 

The series of broadeasts upon which this little book is based was popular, 
and the English edition has already exceeded 77,000 copies, so it is quite evi- 
dent that it fulfills a recognizable need. This is all the more reason why the 
author should be on his guard not to make statements which will be mis- 
leading. 
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Other Publications Received 
EpiILEPSY—-THE Guost Is OUT OF THE CLosET. By Herbert Yahraes. With 
he assistance of Dr. Jerry Price, Neurological Institute and Baird 
Foundation Clinic, New York, N. Y., and Dr. William G. Lennox, as 
sistant professor of neurology, Harvar Medical School. 31 pages 
Paper. Public Affairs Pamphlet No. 98. Publie Affairs Committee, 
Inc. New York. 1944. Price 10 cents 


This pamphlet is a forthright discussion in simple language of one of the 
most serious medical problems of our day. It is not sensational and is ad- 
mirably adapted for the reading of victin f epilepsy, their relatives or 
friends. The tone is hope ful, an fh cientific background is more than 
guaranteed by the authority of Drs. Price and Lennox 

The Association to Control Epilepsy, Inc., assisted the Publie Affairs 
Committee in the preparation of this booklet. The association is also mak 
ing a limited distribution to a selected list of free booklets in pocket format, 
identical in text and illustrations with the regular Public Affairs pamphlet, 
but of 47 4x6” pages instead of 31 pages, 534”x839” 

This pamphlet is an important project for public education in the mental 
hygiene field. Psychiatrists and others who recognize the importance of 
greater general information on epilepsy will be interested to note another 
recent effort in this direction, the devoting of three of the four pages of the 
November, 1944, issue of the ‘‘Bulletin’’ of the Massachusetts Society for 


Mental Hygiene to a discussion of ‘‘ Mental Hygiene and the Epileptic’’ by 


Dr. Lennox. This article is also worthy of the attention of everybody in- 
> 


terested in spreading accurate public information in this field. 
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DR. WILLIAM W, WRIGHT DIES IN UTICA AT 7] 


William W. Wright, M. D., former superintendent of Marcy State Hos- 
pital, died in Utica on October 28, 1944, after a long and noteworthy ca- 
reer in the State hospital service. He had retired as head of Marey to 
enter private practice in Utica almost exactly a year before, on October 31, 
1943. Dr. Wright was 71 years old. He had been ill for only a short period. 

William W. Wright was born in Le Roy on October 17, 1873. After a 
public school and normal school edueation, he was a school principal at 
Bangor for four years before studying medicine. Graduated from the 
University of Michigan Medical School in 1904, he entered the State hos- 
pital service at Buffalo in 1906. He had five years of service at the Psychi- 
atric Institute under Drs. Hoch and Kirby; and he always retained an ac- 
tive interest in research and scientifie developments, in neurology as well 
as in psychiatry. lle served at various times as an instructor in psycho- 
pathology at Cornell Medical School and as a lecturer in psychiatry at 
Syracuse University Medical School. 

Dr. Wright made many contributions to scientific Journals and was ac- 
tive in his professional societies, serving at one time as president of the 
Utiea Academy of Medicine. He did much work with bromides in psychi- 
atric and neurological conditions, was an important contributor to research 
into their use, and was recognized as an authority on the subject. With 
the exes ption ota vear during which he held the title of superintendent ot 
Pilgrim State Hospital but served as acting medical inspector, Dr. Wreght 
was in charge of Marey from 1926 until his retirement. From 1926 to 
1930, he headed the then Marey division of Utiea State Hospital, with the 
title of first assistant physician at Utica; in the latter half of 1930 and the 
first half of 1931, he served as medical inspector, since Pilgrim was not yet 
completed; and in July, 1931, he returned to head Marcy, transferring as 
a superintendent to the new separate institution. 

a 
TWO CONFERENCES CONDUCTED BY DEPARTMENT 

The first fall conference of the New York State Department of Mental 
Hygiene was at Hudson River State Hospital, Poughkeepsie, on October 
17 and 18, 1944, and the regular Quarterly Conference at the Psychiatric 
Institute and Hospital in New York City on December 12 and 13. Insti- 
tution business officers were present at the Poughkeepsie conference, in ad- 
dition to directors and others; and pathologists of the institutions attended 
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the Quarterly Conference as we as well as 


medical matters featured the included 
separate and joint round tables « 
a scientific session. 

Lt. Comdr. H. Beckett 

eeting guest speakers 
Department, on leave for na\ and sei 
tific meetings, a feature of 


] , 
LHOLOGISIS 


at which Deputy Commissione presided, and 
at which technical and practical prol of instit m laboratory work 


ry 


were discussed. 


FOURTH HOSPITAL FACILITY TURNED TO ARMY 
The leasing of partly completed Edgews at Deer Park 
to the army marks the fourth facility turn ver DY U State Depart 
ment of Mental Hygiene for war purposes ospital, of which Deputy 
Commissioner Newton J. T. Bigelow, M is superintendent, has seven 
buildings completed so far, with accommodati for 2.300 beds. 
Mason General Hospital was previously open y the army in building 


constructed as a unit of Pilgrim Stat ospital and providing 1,528 beds 


It is an important center at p it for the training of army doctors in 


neurology and psychiatry. The oth two tacit leased are the new 
Willowbrook State School on Staten land, which has become 


La 


an army 


general hospital with 2,870 beds, and a number of buildings at: Rocklan 


4 


State Hospital, with accommodat 


NEW CHILD HELP FOUNDATION IS INCORPORATED 


The Foundation for Child Care and Nervous Child Help, Ine., has 
incorporated in New York State with Dr. Leo Kanner of Johns Hopkins 
University Medical School as president an r. Ernest Harms, editor 


li ol 


‘*The Nervous Child,’’ as director f the first } of operation. The 
foundation’s ultimate objectives include a se veral hundred men 
tally subnormal children in New Yor ity and a national institution for 
prepsychotie and predelinquent childret sides educational courses and 
publications for social workers, nurses, parents and teachers. Besides Dr 
Kanner and Dr. Harms, directors of th w foundation inelude Drs. Harry 
Bakwin, Violet De Laszlo, J. Louis pert and George Henry, and Jus 
tice Jacob Panken. 
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GRAEME M. HAMMOND, M. D., IS DEAD AT AGE OF 86 


Graeme M. Hammond, M. D., former president of the American Neuro 
logical Association and professor of neurology for many years at the New 
York Post-Graduate Medical School and Hospital, died in that hospital on 
October 31, 1944, at the age of 86. Dr. Hammond, son of William A. Ham- 
mond, who was surgeon general of the Union army during the Civil War, 
was born in Philadelphia on February 1, 1858. After attending the Phila- 
delphia publie schools, he studied at the Columbia University School of 
Mines for three years, then entered New York University Medical College 
from which he was graduated in 1881. He entered Post-Graduate Hospital 
as an interne and was connected with that institution for most of his life. 

Dr. Hammond served as a major in the medical corps of the United States 
Army during the first World War and was considered an authority on the 
rehabilitation of psychiatric casualties. He was a noted athlete, the holder 
of track records as a Columbia undergraduate, a bicyclist, amateur wrestler 
and boxer, and for several years national fencing champion. When he was 
over 50, he competed on the 1912 American Olympics fencing team. He 
had been president of the Amateur Fencing League of America, the Amer- 
ican Olympies Association and the New York Athletic Association. 

Dr. Hammond ’s presidency of the American Neurological Association was 
during 1911 and 1912. He was a life member of the American Psychiatric 
Association and a member of the national, state and local medical societies. 
Besides his numerous professional, athletie and society activities, he found 
time to study law and was graduated from the New York University Law 
School in 1900. He was one of the medical men called as an expert witness 
in the Harry Thaw murder trial and was much in demand for expert testi- 
mony in other cases. 





NATIONAL COMMITTEE HAS 35TH ANNUAL MEETING 


The first annual Lasker award of $1,000 was presented, for an outstand- 
ing contribution to the mental health *‘of the men and women of our armed 
forees, to Col. William C. Menninger, chief consultant in neuropsychi- 
atry, of the United States Army at the 1944 annual meeting of the Na- 
tional Committee for Mental Hygiene. Brig. Gen. Raymond W. Bliss, as- 
sistant surgeon general of the army, made the presentation with a citation. 
The annual meeting of the national committee was its thirty-fifth and was 
held in New York City November 8 and 9. Mental hygiene problems of the 
war at present, of industrial reconversion and of rehabilitation of service 
personnel were featured in discussions at the meeting. 
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ASSOCIATES HONOR DR. BRILL ON 70TH BIRTHDAY 

Some 300 friends and associates met at a dinner in honor of the seven 
tieth birthday of A. A. Brill, M. D., at the Waldorf-Astoria in New York 
on October 12, 1944. It was announced that a fund of approximately $6,000 
had been raised in honor of Dr. Brill and that he would endow a library 
with it. The library in the new building of the New York Psychoanalytie 
Institute will be named in his honor, it was also disclosed at the dinnet 
Speakers at the dinner included Dr. C. P. Oberndorf, toastmaster, Dr. Leon 
ard Blumgart, Dr. Leo H. Bartemeier and Dr. Harry Woodburn Chase 


_ —_ e 


DR. YOUNG IS NEW ACTING MEDICAL INSPECTOR 


Bascom B. Young, M. D., assistant director of Harlem Valley State Hos 


pital, was named acting medical inspector New York State Depart 
ment of Mental Hygiene on November 1, 1944. Milton M. Grover, M. D., 
assistant director of Hudson River State Hospital and acting medical in- 
spector since May 1, 1944, was assigned on November 1 to full-time duty 
with the Bureau of Inspection in the New York City office of the Depart 


ment. 


BRIGADIER J. R. REESE GIVES SALMON MEMORIAL LECTURES 

Brigadier J. R. Rees, consulting psychiatrist to the British army, de 
livered the 1944 Thomas William Salmon Memorial Lectures at the New 
York Academy of Medicine on November 20, 21 and 22 on the theme, ‘‘ The 
Shaping of Psychiatry by War.’’ Condensations of the three lectures, 
‘The Frontiers Extend,’’ *‘Opportunities Emerge’’ and ‘‘The Way 
Ahead,’’ were given later in other cities. Short abstracts of them have 
been appearing in Mental Hygiene News. 


PSYCHOPATHOLOGY JOURNAL CHANGES NAME 


The ‘‘Journal of Criminal Psychopathology’’ has changed its name to 
the ‘‘Journal of Clinical Psychopathology and Psychotherapy’’ and has 
become the official organ of The Association for the Advancement of Psy- 


chotherapy. V. C. Branham, M. D., superintendent of the Woodbourne 


Institution for Defective Delinquents, continues as editor. 
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DR. MacCURDY PRESIDES AT MENTAL HOSPITAL SECTION 

MEETING 

(Commissioner Frederick MaeCurdy, M. D., of the New York State De- 
partment of Mental Hygiene, presided as chairman at the first session of 
the newly-organized mental hospitals section of the Ameriean Hospital As- 
sociation on October 5, 1944, during the annual meeting of that associa 
tion in Cleveland. Thirteen directors of New York State mental hygien 
institutions were among those present; and Clarence H. Bellinger, M. D., 
read a paper on the organization and management of ‘‘shock’’ therapy 
services. Opening the section meeting, Dr. MacCurdy gave a statistical re- 
view of the mental hospital situation in the United States, noting that there 
were approximately 560,000 beds in mental hospitals in the United States 
and some 120,000 in institutions for mental defectives. He estimated that 
about &5 per cent of institutionalized patients were in hospitals main 
tained by the various states, that about 2,000 were in family care and 
about 60,000 on convalescent or parole status. 





